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Ready in 10 days! 


len days from now the first copies of 1953 CurR- 
RENT THERAPY will be placed in the mail. Judging 
om the thousands of advance orders, it appears 
hat a truly astounding number of physicians will 
his year be using “the book that puts today’s best 
tatments at your fingertips.” 
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1953 Current Therapy 


A surprising fact about this annual volume was 
revealed in a recent survey. Results show that 
CURRENT THERAPY is used by just about the same 
proportion of specialists as of general practitioners 
—supporting the sentiment that this is one of the 
most useful medical books ever published. 
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PHYSICAL FITNESS OF PRIORITY 1 PHYSICIANS UNDER PUBLIC LAW 779 







ANALYSIS OF CAUSES OF REJECTION FOR MILIPARY SERVICE 


Harold S. Diehl, M.D., Margaret D. West 
and 


Paul K. Kaetzel, Washington, D. C. 











METHOD AND MATERIAL 

Data on each rejectee’s status during his respective 
training program (ASTP, V-12, or occupational defer- 
ment), year of birth, and cause of rejection were coded 
and transcribed to punch cards. Information was secured 
concerning 1,904 priority 1 physicians who were judged 
disqualified for military duty. Since Selective Service 
reported 2,119 priority 1 physicians were found to be 
physically disqualified by Feb. 28, 1952, this study in- 
cludes 90% of all priority 1 physicians who had been 
rejected up to that time. 


Under Public Law 779 of the 81st Congress, the 
“doctor-draft law,” priority 1 men are first in order of 
liability for military service. According to the law, this 
category includes “those persons who participated as 
students in the Army Specialized Training Program or 
similar programs administered by the Navy, and those 
persons who were deferred from service during World 
War II for the purpose of pursuing a course of instruction 
leading to education in one of (these specialist) cate- 
gories .. . who have had less than ninety days of active 
duty in the Army, the Air Force, the Navy, the Marine 
Corps, the Coast Guard,*or the Public Health Service 
subsequent to the completion of or release from the pro- 
gram or course of instruction (exclusive of the time spent 
in postgraduate training).” Physicians, dentists, and 
veterinarians in this category registered with the Selective 
Service on Oct. 16, 1950. Most of these have been called 
by their local boards for physical examinations under 
profile C, the standard used for the examination of 
regular draftees, by the armed forces recruiting and in- 
duction stations. 

As of Feb. 28, 1952, Selective Service reported that 
there were 10,777 physicians in priority 1, classified as 
shown in table 1. Of 8,914 priority 1 physicians who had 
been examined by the end of February, 1952, 2,119 
were physically disqualified for military service. Some of 
the reasons for this high rejection rate are analyzed in 










ANALYSIS OF REJECTIONS 
“"T"Phe study shows that 23% of the priority 1 physicians 
examined had been rejected for military service on 
medical grounds. This figure has been taken to indicate 
that between 20% and 25% of the young men who took 
part in the ASTP and V-12 programs and who were, 
therefore, physically qualified for military service during 
World War II are now physically disqualified for military 
service. Actually, this is not the case. Priority 1 regis- 
trants include not only men who were trained under the 
ASTP and V-12 programs but also those who were 
granted occupational deferments to continue medical 
training during World War II. In fact, among the priority 
1 rejectees, men with occupational deferments out- 
number those educated in the Army’s training program 
















this paper, as are the Jisqualifying conditions responsible 
for the rejections. Some comparisons with disqualifying 
conditions reported by Selective Service for the regular 
induction group are also presented. 







(table 2). 

The Army ASTP and the Navy V-12 medical student 
training programs were started in May, 1943. Prior to 
that time, medical students had been given deferments 
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Some of the data in this study were obtained from reports on regular draftees from the Selective Service System and from educational numbers of 


The basic data by cause of rejection of priority 1 physicians are derived from preliminary tabulations of records in the Army Surgeon General’s office. 
The interpretation made and the conclusions reached are those of the Health Resources Advisory Committee. 

Member of the Health Resources Advisory Committee and Dean of Medical Sciences at the University of Minnesota (Dr. Diehl); Members of the 
Health Resources Staff, Office of Defense Mobilization (Margaret West and Paul Kaetzel). 
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by Selective Service without physical examinations. 
When the armed forces established these specialized 
training programs, almost all male medical students ap- 
plied for enlistment in either the Army’s or the Navy’s 
program. Since persons in these programs were on active 
military duty, physical examinations were required for 
enlistment. Those who passed these examinations were 
enrolled in the programs; those who were not found 
acceptable were continued in medical schools under 
Selective Service deferment. Upon graduation, those who 
were enrolled in these programs were given physical 
examinations for commissions and, after internship, were 
. called to active duty, if they passed the final-type physical 
examination; they thus became priority 2 or priority 4 
registrants under Public Law 779. On the other hand, 
those who were rejected for these training programs and 
those rejected for commissions or for active duty had no 
service as medical officers and so fall into priority 1 
classification under the doctor-draft act. 
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Fig. 1.—Military liability for the year 1951-1952 of residents and interns 
in nonmilitary hospitals, by year of graduation. (The data were collected 
from the hospitals in September, 1951, by the Health Resources Advisory 
Committee.) 


About 19,000 young men took part in the Army’s 
Specialized Training Program for physicians (table 3). 
The first of these were graduated and commissioned as 
medical officers in June, 1944. Their calls to active duty 
and the accompanying final-type physical examination 
came after completion of a nine months’ internship, 
except for those who were deferred for residency train- 
ing. Almost all of the ASTP and V-12 graduates of the 
classes of 1944, 1945, and 1946 had more than 21 
months of military service as medical officers and are, 
therefore, classified in priority 4. 

Of the ASTP and V-12 students who were graduated 
in 1947, 1948, and 1949, only a small proportion had 
any service as medical officers at the time of the enact- 
ment of the doctor-draft law. Most priority 1 ASTP and 
V-12 registrants, therefore, are from these classes. In 
addition, the priority 1 ASTP and V-12 groups contain 
those physicians who were considered physically dis- 
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qualified for commissions on graduation from medica] 
school or for active duty after internship or Tesidency 
Figure 1 shows the relationship of draft-priority status of 
interns and residents in hospitals in the year 195] to 
1952 to the year of graduation from medical school. 
About 90% of the estimated 19,000 physicians wh, 
took part in the ASTP program either have given military 
service or have been examined and found to be physi. 
cally acceptable for service. Another 5% are in Priority 
1 but have not yet been examined. Only 5% of the 


TABLE 1.—Physicians in Priority 1 by Selective Service 
Classification, Feb. 28, 1952 


Classification No. 

REE cbitinirtge se btaenks cate oneesxecendosbespanapians pide onned 10,777 
SIE <S0tDEi uss cenenas saieiaesi sebsowserakund eibeos 8,914 
Re ee ae 6,795 
PE So cosvecicscccnsosteicicserbosece 2,119 
PE inc iiees cn piveseueiervns abate swerumiawietis 1,863 
COCMPOCOMEL GOTOPOS. oo oisscciccscccccsccceccnscees 1,525 


PE SECs vadicivacdescauemieuewesesiessedbevenbeeres 


* Includes men on active duty, those holding reserve commissions, and 
those examined and acceptable for military service. 





TABLE 2.—Priority 1 Rejectees by Training Status 


Training Status No. % 
Army Specialized Training Program.............. 815 42.8 
 CD GI oo cic cnn dccccnccesccesucceeetew 259 13.6 
ORION ~TORITUIOIE 0 6 ccc iccessscccscccep ences 830 43.6 





TaBLE 3.—Medical Students Enrolled in ASTP and V-]2 
Programs and with Occupational Deferments, 
by Year of Graduation * 








Year of Occupational 

Graduation ASTP V-12 Deferment 
PS hh eer cosnccceseccscccccccdveds 100 100 200 
DA seGiceesdeeaeet ld ein dienes 200 200 200 
| SERRE RECO: PER are 1,100 1,500 400 
aki epedtedis senaneesaekenenen 900 1,700 1,800 
Sa sd phteibordeshudcnrseeeseres 2,400 2,000 300 
cae a ee 3,600 1,300 10 
iiiandind camenwtc4e- x ain ekareekie 4,000 1,300 10 
I iin<5424009004s00-0808 3,700 1,300 100 
Ivins osndcecunesecduns 3,100 1,000 10 
EE Terre _ eke 400 
Wis tvctrcopedseseevsesssies 19,100 10,400 8,200 





* Figures are given to the nearest hundred. 


ASTP-trained physicians, therefore, have failed to 
qualify physically for military service. Rejectees among 
those not yet examined might bring the total to 6%. 
Similarly, about 11,000 medical students received train- 
ing under the Navy V-12 program. An estimated 91% 
of these graduates have given military service or are now 
commissioned or qualified; 6% have not been examined; 
and 3% have failed to qualify physically for military 
service. For the ASTP and V-12 programs taken to- 
gether, about 4% of the trainees have failed to qualify 
for military service. When the physical examinations of 
priority 1 physicians are completed, these percentages 
may be increased slightly, but it does not seem probable 
that the total rejections will amount to more than 5 or at 
most 6%. 
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The third group of physicians in priority 1 consists of 
those “deferred from service during World War II for 
the purpose of pursuing a course of instruction.” Very 
few medical students elected to continue in school at 


Taste 4.—Special Registrants with Physical Disqualifications 
Among Priority 1 Physicians by Diagnostic Group, 
as of November, 1951 


Occupa- 
tional 
Defer- 
Diagnostie Group Total ASTP V-12 ment 
Infectious and parasitic diseases.......... 353 158 63 132 
Tuberculosis ...cccccecccccccsccvvvevers 300 142 53 105 
POHOMPEMUS ..cccocccecccccccosocccsece 35 8 7 20 
Other Giseases.....ccsecccscccceecosecces 18 8 3 7 
NeOPIASMS ..ecersccceeececsrecesceceecceees 33 12 7 14 
Allergic, endocrine, metabolic, and nvitri- 
tional GISCASEB.....cccccccccccccesccecvess 197 75 19 103 
Asthma and ether allergies............ 116 47 s 61 
TN GNOUEE «0:5:06:0:9000:495454400052 95002000008 58 20 7 31 
Endocrine and metabolic diseases..... 23 8 4 ll 
Diseases of the blood and blood-forming 
OTEONS ..ccccccccccccccevccccccvccecccscees 7 2 2 § 
Mental, psychoneurotic, and personality 
eee, PORT OCT TTT TT TO TTT TCT CCT T Te 191 85 29 77 
PSYCHOSES 2. .ccccccccccecccccccvcccccccs 23 11 5 7 
PsyChOMCuroses ....cecccccccccscccccece 134 57 19 58 
Other personality disorders............ 23 10 5 8 
Aleoholism and drug addiction....... 11 7 4 
Nervous system and sense organs......... 150 66 16 68 
BBG cccccevcccccceccesccccovocccscce 15 6 2 7 
| ree 20 11 “ 9 
Other SFO GOBGIIORS...cccvcccscecescocce 25 11 7 7 
SP SN itckonsiatncsgnanteeneceseesee 45 17 8 25 
Migraine headache. ......cccccccssscccee 12 6 as 6 
Other disorders of nervous system.... 33 15 4 14 


Diseases of the circulatory system........ 345 138 44 163 
Chronic rheumatic heart disease....... 91 32 9 50 
Hypertensive disease..............seeees 125 50 21 54 
Cte RORTS Genco cccsecccccecesccs 103 44 13 46 
Other circulatory defects...........00. 2 13 





Diseases of the respiratory system........ 36 17 7 12 
Diseases of the digestive system........... 235 111 33 91 
Diseases of buccal cavity.............. 1 ia es 1 
Ulcers of stomach and duodenum..... 168 86 23 59 
Hernia of abdominal cavity........... 14 2 - 12 
Other diseases of digestive system.... 52 23 10 19 
Diseases of the genitourinary system..... 71 39 6 26 
Nephritis‘and other kidney diseases... 55 31 5 19 
Diseases of the bladder................ 16 8 1 7 
Diseases of skin and cellular tissue....... ° 15 6 2 7 
Diseases Of bones and organs of move- 

WS ccc cdecnecncdnnssyeesescectateveseeces 190 79 23 88 
Rheumatoid arthritis ................+. 24 10 5 9 
CUNT BITE 500 snkscesvessevssscnes 23 10 2 ll 
Osteomyelitis and other bone diseases 41 15 5 21 
I inns cntsiceresansensinne 44 20 5 19 
Se err 27 10 4 13 
Curvature of spine and other skeletal 

ORE tikes 5o0cnpeeseeudesesee5e0 19 10 on 9 
Diseases of muscles, tendons, and fascia 12 4 2 6 
Congenital malformations ................ 41 13 6 22 
Congenital heart malformations...... 12 1 7 
Congenital malformations of bone 
eee 22 7 4 11 
Other congenital malformations....... 7 2 4 
PN TIE oie. 6 sdékcdsecctdacessces 7 1 2 4 
Injuries and accidents...............seeeeee 33 13 is 20 
WEE aa ocettticeteiaasbntesaies 1,904 815 259 830 


their own expense under Selective Service deferment 
after the inauguration of the ASTP and V-12 programs. 
A large proportion of the Selective Service-deferred 
group in priority 1 consists, therefore, of persons who 
were found to be physically disqualified for military 
service when they were examined for admission to the 
ASTP or V-12 programs or when they applied for com- 
missions as medical officers after graduation. This latter 
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group of rejectees would extend back to the medical 
student graduates of 1941 and 1942, before the inaugu- 
ration of the Armed Services Specialized Training Pro- 
gram. The classes of 1943 to 1951 had, altogether, about 
3,000 men with occupational deferments. Most of these 
men are in priority 1 (unless they have since had 90 days 
or more of military service). Nine hundred (31% ) have 
been rejected. Rejections among those not yet examined 
could bring the rate to about one-third of those who had 
occupational deferments during the war years. 

The total rejection rate for priority 1 physicians has, 
therefore, little meaning in itself, because there are in- 
cluded in this priority a great many persons who were 
given Selective Service deferments without physical 
examination and were later found to be disqualified on 
medical grounds for military service. More significant 
are the rates for ASTP and V-12 trainees as compared 
to the occupationally deferred medical school graduates. 
An analysis of these rejectees indicates that, over the 
years, only 5% or 6% of the ASTP and V-12 trainees 
have been found to be physically disqualified for active 
military service when called to duty, as compared to 
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Fig. 2.—Comparison of incidence of eight leading causes for rejection 
for military service among priority 1 ASTP and V-12 medical school 
graduates with incidence of same disorders among priority 1 occupationally 
deferred physicians and young men in the general draft. 


more than 30% physically disqualified among those who 
continued their medical education during World War II 
under Selective Service occupational deferment. 


CAUSES OF REJECTION 


ASTP and V-12 Trainees.—The records included in 
this study, which are complete as of Nov. 15, 1951, 
showed 1,074 rejections of ASTP and V-12 trained 
physicians in priority 1 (table 4). The most important 
cause of rejection in this group was tuberculosis, with 
195 cases. This was followed by ulcers and other diseases 
of the digestive system, 142 cases; psychoneurosis and 
other mental disease, 114; diseases of the bones and 
organs of movement, 102; rheumatic and other heart 
conditions, 98; hypertensive disease, 71; asthma and 
other allergic conditions, 55; and disorders of the eye 
and ear, 49 (fig. 2). 

Among the physicians who had their medical edu- 
cation under Selective Service occupational deferment, 
the first five causes of rejection are the same, although 
not in the same order. Tuberculosis is first, with 105 
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cases; then rheumatic and other heart diseases, 96; dis- 
eases of bones and organs of movement, 88; ulcer and 
other digestive diseases, 78; psychoneurosis and other 
mental disorders, 78; asthma and other allergic diseases, 
61; hypertensive disease, 54; and disorders of the eye 
and ear, 41. The reversals in order among the diagnoses, 
however, may point to a concentration of old defects in 
this group, with rheumatic heart disease and diseases of 
the bones and joints ranking relatively higher. More 
significant, however, is the fact that has already been 
discussed that the over-all rejection rates for the phy- 
sicians who were deferred are much higher than for those 
who were trained under the ASTP and V-12 programs. 

In contrast to these morbidity patterns for physicians 
are those for young men at large, as reflected in the 
general Selective Service records for registrants exam- 
ined in the years 1950 to 1951.1 Although the available 
data concerning ASTP and V-12 trainees precluded the 
computation of exact rates for the causes of rejection, a 
percentage distribution of causes for rejection gives cer- 
tain of the information that would be obtained from rejec- 
tion rates. The percentage rejections for the eight leading 
causes for ASTP and V-12 graduates is compared 
with the percent for the same causes among the other 
priority 1 registrants and the regular draftees in the pe- 
riod 1950 to 1951 in figure 2. In the occupational de- 
ferment group in priority 1, heart disease, disorders of 
bones and organs of movement, and asthma and other 
allergic disorders made up a larger proportion of the 
rejections than they did among the registrants from the 
ASTP and V-12 group. Only five of the eight leading 
causes for rejection among the ASTP and V-12 group 
were also among the leading eight causes in the regular 
draftee group. 

Tuberculosis was the primary cause for rejection 
among the ASTP and V-12 physicians. It accounted for 
20% of the government-trained men who were found 
unfit for military service; however, it was not among the 
eight leading causes of rejection for regular draftees and 
accounted for only 2% of those physically unfit for mil- 
itary service. Other causes for rejection among the eight 
leading causes that accounted for a larger share of rejec- 
tions among the ASTP and V-12 men than among regular 
draftees were those resulting from digestive disorders 
(primarily ulcer) and hypertension. Rejections due to 
mental disease, diseases of the bones and organs of move- 
ment, heart disease, asthma, and disorders of the eye and 
ear, on the other hand, were smaller proportionately 
among ASTP and V-12 physicians than for regular 
draftees. The most striking difference was found in the 
eye and ear group, the eighth leading cause for rejection 
among ASTP and V-12 physicians but the first for regu- 
lar draftees. Hernia, another leading cause among draf- 
tees (5% of total medical rejections), was the cause of 
rejection for only two ASTP registrants. 


COMMENT AND CONCLUSIONS 


During the war years there were about 34,000 students 
in medical schools who, as physicians, are now subject 
to the doctor-draft law or who held commissions at the 
time that law was enacted. Of this number, all except 
about 4,000 have already given military service or are 
acceptable for service. A number of factors have operated 
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to make a high rejection rate among the physicians jp 
priority 1. These factors have had the greatest effect op 
the group who were deferred by Selective Service 4, 
medical students, but they have also influenced the com. 
position of the ASTP and V-12 groups. As a result of 
these factors, the priority 1 physicians not acceptable fo, 
service were largely from the group granted occupational 
deferments as medical students during the last war. Many 
of this group were carried on occupational deferment; 
because they were not physically qualified for duty as 
medical officers. The rejection rates for physicians 
trained under the ASTP and V-12 programs are lov. 
especially so in view of the interval of several years be- 
tween their acceptance into these programs and their ex- 
amination for active duty as medical officers. 

The prevalence of tuberculosis as a cause of disquali- 
fication of young physicians for military service is a re- 
flection on the medical schools and hospitals in which 
they were trained. Likewise, the relatively common oc- 
currence of ulcers of the stomach and duodenum and of 
hypertension and psychoneurotic conditions among these 
young physicians raises questions concerning the selec- 
tion of medical students and the demands and pressures 
of the medical course on students. 


Office of Defense Mobilization, Washington 25, D. C. 


1. Because of certain minor differences in examination procedures for 
regular and special registrants, percentages of rejection for specific causes 
may not be strictly comparable. 





Influenza.—Influenza does not leave behind it a long-lasting im- 
munity, so that people become susceptible again after a rela- 
tively limited period. The fact that epidemics of influenza A 
tend to occur every two or three years gives us a hint of an 
immunity probably lasting something of the order of a couple 
of years. It is possible to have two attacks of influenza within 
a comparatively short time, but in that case it turns out that 
one has been attacked in turn by two influenza viruses known 
as A and B. This is the second complicating point, that we 
have two quite distinct influenza viruses, A being much more 
important than B; there are indications that there may be a third 
one, C, which is probably less important again. Now, influenza 
virus A and influenza virus B produce disease which is clini- 
cally indistinguishable. The only difference is that A engenders 
no immunity against B and B engenders no immunity against A. 
. . . If it were simply a question of two viruses, A and B, it 


would not be so very complicated; but things are much more’ 


complex than that, because, within the group influenza A virus 
there are variants differing sufficiently to interfere with the re- 
sults of vaccination experiments and to have a very considerable 
influence on the epidemiology of the disease. . . . A change in 
antigenic type of virus seems to happen not so much during an 
epidemic but in between epidemics. In 1949 we had a virus 
which swept right across Europe and did not seem to change at 
all in any way, although it must have affected millions of people. 
Then it disappeared, and we do not know what happened to it. 
And when influenza virus came up again, it was slightly dif- 
ferent. . . . This disappearance of the virus between epidemics 
is another of the complicating factors about influenza. . . . What 
happens when it reappears with the next epidemic is something 
which is extremely mysterious. There are two main theories to 
account for the disappearance of the virus and its reappeal- 
ance. One is that influenza, although it may disappear from one 
country, is always present somewhere. It is producing an epi- 
demic in one country and moving on to another country, and 
so on, round and round the world, until the population in the 
first country has reached a sufficient state of susceptibility, and 
then it will come back and hit the first country again.—C. H. 
Andrewes, M.D., The Work of the World Influenza Centre, 
Journal of the Royal Institute of Public Health and Hygiene, 
December, 1952. 
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USE OF THE PELVISCOPE IN CULDOTOMY 


AID TO EARLY DIAGNOSIS AND RELIEF OF PELVIC DISORDERS 


Joseph Bernard Doyle, M.D., Boston 


There is no more distressing problem in gynecology 
than that of the patient who complains of persistent pelvic 
pain when no organic disease can be demonstrated. Every 
physician agrees that not infrequently his interpretation 
of the findings on bimanual vaginal palpation is perplex- 
ingly nondefinitive. Even though the relaxation provided 
by spinal anesthesia will occasionally permit detection of 
pathological lesions, particularly if combined rectovag- 
inal examination is done, it must be conceded that sur- 
gical exploration is often required to establish the actual 
diagnosis. It is unfair and unscientific to dismiss with a 
diagnosis of psychosomatic disease that large group of 
women with pelvic pain but no palpable abnormality. 
Moreover, early diagnosis of pelvic disease permits im- 
proved prognosis. 

Yet it has been shown repeatedly during the past 
decade that many unnecessary laparotomies can be 
avoided. The use of the peritoneoscope has been urged by 
Ruddock,! Meigs,’ and others. Cul-de-sac puncture and 
culdoscopy have been advanced by Decker,* TeLinde,* 
and others. I have described the production of a vag- 
inal orifice, exploratory culdotomy,® through which I 
have palpated and biopsied the pelvic contents in cases 
of ovarian cancer, endometriosis, and tubal pregnancy. 
This method had the advantage of relieving pelvic pain 
and dysmenorrhea, since Frankenhauser’s plexus lying 
on top of the posterior fornix is transected as are the 
uterosacral ligaments with interposition of peritoneal 
flaps. A report on this procedure will be published.* 

Technique of Culdotomy.—The patient is given pre- 
paratory cleansing enemas and vinegar douches. The 
night before the operation 30 mg. of oxytetracycline 
(“terramycin”) topical powder is dusted onto a large 
vaginal tampon, which is left high in the vagina. The 
culdotomy orifice is made with the patient in the lithot- 
omy position under spinal, caudal, or thiopental (pento- 
thal®) anesthesia. Before the surgery, the vagina is 
swabbed with pHisohex® (a detergent cream composed 
of sulfonated ether, petroleum, lactic acid, and wool 
fat, with 3% hexachlorophene added) and instilled 
aqueous benzalkonium (zephiran®) solution, and then 
it is wiped dry. A Guttmann speculum is inserted with 
its blade directed upward against the anterior vaginal 
wall. A no. 1 chromic catgut suture is placed at the 
posterior cervicovaginal margin and then drawn up- 
ward around the knob of the speculum elevates the 
cervix and exposes the posterior fornix. A transverse in- 
cision is made 1.5 cm. below the cervix. The margins of 
the vagina are then dissected bluntly with scissors and 
with the finger covered by gauze to expose the periton- 
eum of the cul-de-sac, which is usually bulging with peri- 
toneal transudate. This is aspirated by a 10 cc. syringe 
for cytological study. At this point the operating table 
is tipped 30 degrees, allowing the intestines to rise over 


the pelvic brim as the sac is then entered with scissors. 
The peritoneal margins are sutured to the vaginal cuff 
by anterior and posterior running catgut sutures (fig. 1). 

The pelvic contents can be palpated by two or three 
fingers introduced through this orifice. If more room is 
desired, the uterosacral ligaments can be ligated and in- 
terrupted as is done during vaginal hysterectomy. The 
perineum is depressed by a malleable silver retractor. 
The contents of the pelvis may be visualized with the aid 
of large external lights. 

Pelviscope Apparatus.—It is my present purpose to 
describe a new endoscopic apparatus that permits better 
illumination and greater magnification and diversification 
of visual fields than can be obtained by direct vision 
alone. The sets consist of a retractor and two telescopes. 
The retractor is a narrow right angle retractor with a 
single blade carrying twin no. 50 (5 volt) lights just in- 
side the end of the shaft. The terminal is situated at the 
end of the handle. Small dry cell batteries supply the 
electricity (fig. 2A). The telescopes are each 8 in. long 
and have large no. 43 lights at the tips, providing lens 
systems for right angle and foroblique® (45 degree angle) 
views (fig. 2B). 

PROCEDURE 

For initial exploration, the twin-lighted retractor is 
inserted through the vaginal orifice with its convex shaft 
against the elevated cervix and the posterior uterine wall 
(fig. 3). One can usually observe the posterior wall of the 
uterus, the rectum, lower sigmoid, tubes, ovaries, and 
ureters, as well as the uterosacral ligaments. The latter 
can be transilluminated through the base of the broad 
ligaments when it is desired to interrupt them, either to 
enlarge the culdotomy orifice or to denervate the uterus. 
The tubes and ovaries, when the organs lie free, can be 





From the Gynecological Services, St. Elizabeth’s Hospital and Boston 
City Hospital (Tufts Division), Boston. 

Because of lack of space, some of the author’s bibliographic references 
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Mr. Frederick J. Wallace and Mr. Joseph Held of the American Cys- 
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picture “Pelvic Exploration by Culdotomy.” 
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rotated for bilateral inspection by curved sponge forceps 
and drawn down into the orifice into a plastic spoon ‘ for 
biopsy or wedge resection. 


If there are cul-de-sac or pelvic wall adhesions to the 
viscera, One can insert either the foroblique® lens or the 
right angle lens pelviscope for closer inspection and 
threefold magnification. Using the foroblique® pelvi- 
scope, the visual fields obtained by simply rotating the 
eyepiece clockwise constitute a series of conical views 
offset 45 degrees from the longitudinal axis of the pelvi- 
scope, whereas those obtained by rotating the right angle 
lens pelviscope are offset at 90 degrees from the axis of 
the instrument. These telescopes are especially useful for 
detecting small endometriomas in the uterosacral liga- 
ments, in the cul-de-sac, and at the base of either broad 
ligament. 

The telescope can be stabilized by insertion through a 
4 in. sheath that fits snugly into the shaft of the retractor 
(fig. 2A ). With the retractor held in place by an assistant, 
the surgeon has both hands free to remove adhesions, to 
take a biopsy section, or to resect the ovaries. The pelvi- 
scope used in this fashion never touches the vagina, 
almost eliminating the possibility of infection. The peri- 
toneum is finally closed by a purse string silk suture, 
which draws the uterosacral ligaments against the back 
of the cervix. The vagina is closed by interrupted 00 
chromic catgut sutures. Ambulation is permitted after 
24 hours. The patient may be discharged on the second 
postoperative day. 

INDICATIONS 

Exclusion of Organic Disease in Psychoneurosis.— 
TeLinde * has emphasized that lower abdominal pain 
that is atypical in character and that is not satisfactorily 
explained by the usual gynecologic or other physical 
examinations, is one of the common problems that con- 
fronts every gynecologist. Often the conscientious gyne- 
cologist decides with the greatest difficulty whether a 
given patient warrants an exploratory laparotomy or 
whether she should be considered to have psychosomat:c 
pain. Mistakes are not infrequent in both directions. 
Many a psychoneurotic woman is subjected to an un- 
necessary exploratory laparotomy, and often a patient 
with a real but undetectable pathological condition is 
classified as neurotic. 

Endometriosis —Though not malignant, endometrio- 
sis does invade other tissues and may cause intestinal 
obstruction. It is more frequent than most surgeons be- 
lieve. Meigs * proved by histological studies its presence 
in 30% of 400 private cases. It was present in 11% of 
his primary dysmenorrhea cases.° Early exploration per- 
mits conservation and improves the chances of fertility. 
Eighteen patients who complained of pelvic pain and 
dyspareunia with tense tender uterosacral ligaments sug- 
gesting endometriosis were studied by this method. 
Careful scrutiny with the pelviscope revealed endome- 
triosis in only five patients. Laparotomy was truly indi- 
cated for intestinal survey and was promptly done. After 
endometriosis had been excluded, the other 13 patients 
were relieved by resection of the uterovaginal plexus per 
vaginam without laparotomy.® 
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Dysmenorrhea.—This procedure provides a simple 
method of ruling out organic disease in patients with 
dysmenorrhea. Nervous patients with pelvic autonomic 
imbalance consider the procedure merely an examina. 
tion under anesthesia. Yet relief of pain by severing both 
the fundic (sympathetic) and cervical (parasympathetic) 
pathways by uterosacral resection is possible by the 
culdotomy approach. The right angle telescope is par- 
ticularly useful in observing the relationship of the urete; 
to the uterosacral ligament at this point in the procedure. 
Its usefulness in this regard during vaginal hysterectomy 
is obvious. 

Ovarian or Pelvic Cancer.—Ovarian carcinoma re. 
mains one of the most depressing aspects of the whole 
problem of gynecologic cancer. Rarely are five year cures 
obtained in more than 30% of the cases in the literature 
Once the ovarian capsule has been invaded the outlook 
becomes grave, yet there may be little enlargement at 
this stage. Meigs '° reported 24% of ovarian malis- 
nancies as associated with abnormal vaginal bleeding. 
When smears and specimens obtained by curettage and 
cervical biopsy fail to show a uterine lesion, culdotomy 
may reveal ovarian tumors. Yet Novak ™ warns that 
usually bleeding is absent. Small cystic tumors are usually 
benign. One hesitates to suggest laparotomy. Novak u 
states, “All too often the first sign noted by the woman 
with ovarian malignancy is a lump in the lower abdomen 
or a swelling of the abdomen due to ascites from peri- 
toneal metastasis. The poor prognosis of ovarian cancer 
in general is probably due to the late stage at which it 
comes to treatment more than the inherent malignancy 
of the disease.” I have diagnosed four nonpalpable 
Ovarian tumors, serous and pseudomucinous adenomas, 
within the past two years by this approach. When the 
Ovaries are cystic and multilobular and appear to be 
probably malignant, it is probably wiser to rely on cyto- 
logical study of the aspirated fluid from the cul-de-sac for 
diagnosis of cancer. Emge *? has emphasized that the 
presence of ovarian malignancy can be as easily and 
reliably determined by study of the free peritoneal fluid 
as by biopsy. Culdotomy permits cytological diagnosis as 
well as palpation and close inspection by the pelviscope. 
Since spillage of suspected serous cysts can be irreparably 
harmful, for the removal of serous and pseudomucinous 
cysts laparotomy is preferred to biopsy from below. 

If the pessimistic view in the literature regarding 
ovarian cancer is to be successfully challenged, it seems 
imperative that the physician take the positive step of 
actually observing the pelvic viscera more frequently 
than is done at present. I suggest that culdotomy with the 
use of pelviscope is a method that is safer, less expensive, 
and psychologically more acceptable than laparotomy. 
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Ectopic Pregnancy.—Tubal pregnancy represents one Selection of Operative Approach in Gynecology.— 
of the few gynecologic conditions in which a delay in Not infrequently during a vaginal hysterectomy undis- 
diagnosis May prove catastrophic. TeLinde* states, covered pelvic disease or adhesions make it necessary to 
“Ectopic gestation is more often overlooked and more 
often diagnosed when not present than any other serious Cosmas Snaue guage araneTee 
pelvic 'esion. Fearing the consequences of failure to FP canes aoe ce = 
diagnose an existing tubal pregnancy, many abdomens - - 
are explored, only to find no abnormality or a minor 
esion for Which surgery is not necessary. In the typical 
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case, the diagnosis is simple, but a large percentage of ac mmmmmaeatantaae Reps Reni 


tubal pregnancies are far from typical as to history and 
pelvic findings.” Draa and Baum ** diagnosed 149 tubal 
pregnancies and effected removal per vaginam in 77 
cases. The differential diagnosis between (a) “corpus 
hemorrhagicum syndrome” and tubal pregnancy with 
tubal abortion or rupture or (b) rupture of a corpus 
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Fig. 2.—-A, narrow right angle retractor and removable telescope sheath. 
B, foroblique® and right angle telescopes. 


Fig. 1.—Culdotomy orifice, with continuous suturing of vagina to peri- 
toneum. 


luteum cyst and intrauterine pregnancy has been made 
by me in 10 cases by culdotomy with less risk than by 
laparotomy. 
Fertility Studies —As an alternative to laparotomy 
after all other types of fertility studies have been made, 
this approach has been very satisfactory. Tubal adhesions 
to the ovaries and side walls of the pelvis have been 
observed and freed. Nonpalpable myomas situated in the 
posterior uterine wall at the isthmus have been removed 
before they could interfere with labor. Tubal insufflation 
under direct vision revealed the site of stenosis and ad- 
hesions. Biopsy of the ovaries has demonstrated hemor- ; ; “ 
thagic atretic follicles with pseudoluteinization despite p pga pelviscope in position, showing an elongated tortuous tube 
good thermal shifts of the basal temperature chart in 
seven cases of otherwise unexplained female infertility.** abandon the vaginal route. If the cul-de-sac is first opened 
Motion picture studies of the tubal contractions have and the pelvis explored by the pelviscope, valuable time 
been made at various phases of the ovulatory cycle. will be saved. 
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Bimanual vaginal examination under anesthesia and 
a curettage have become routine procedures before 
laparotomy in most gynecologic teaching clinics. I sug- 
gest that it is logical to include a culdotomy for pelviscopy 
before laparotomy unless palpation reveals an obvious 
abnormality. 

CONTRAINDICATIONS 

Acute vaginitis or the presence of a mass densely 
adherent to the posterior fornix are the main contra- 
indications. They are obvious to the examiner. Trans- 
illumination of the rectovaginal septum is a valuable aid 
in delineating the upper margin thereof. Careful dissec- 
tion eliminates the risk of entering the rectum, which 
blunt puncture by a trochar cannot always avoid.* There 
has been no instance of hemorrhage, peritonitis, or injury 
to any organ in two years’ experience with the procedure. 
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SUMMARY 


The contents of the pelvis can be palpated and ob. 
served directly through an orifice in the top of the Vagina, 
that is, by culdotomy. Better illumination and greate, 
choice of visual fields with threefold magnification are 
possible by use of the pelviscopes with their right angle 
and foroblique® lens systems. The diagnostic indication, 
for the procedure are early detection of tubal pre gnancy, 
endometriosis, ovarian or pelvic cancer, and differenyj. 
ation of pelvic organic disease from psychoneurosis, The 
therapeutic indications are lysis of tubo-ovarian adhe. 
sions, biopsy and resection of small benign ovarian 
tumors and cysts, and relief of pain by uterosacral de. 
nervation in dyspareunia and dysmenorrhea. 
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From 1935 to 1946 inclusive 601 patients who had 
cardiospasm were observed and treated at the Mayo 
Clinic. The results of treatment in these cases recently 
have been reported,’ and the clinical features of the dis- 
ease have also been reviewed.” Because more than 10% 
of these patients had significant respiratory disease, it was 
considered that the pulmonary complications of cardio- 
spasm merit special attention. 

Since Thomas and Jewett* reported their case in 
1926, several reports of cases and reviews of this problem 
have appeared. Breakey and associates,* in 1951, col- 
lected the records of 47 cases in a complete review of the 
literature and reported 17 more. About the same time, 
Lake ° reported 12 cases from his experience that were 
not included in the review by Breakey and associates. 

That patients with cardiospasm are likely to develop 
respiratory symptoms was first emphasized by Plummer 
and Vinson ° in 1921. At that time they stated that noc- 
turnal regurgitation occurred in almost one-third of their 
patients who had cardiospasm. The patient would be 
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awakened by food or mucus running out of the mouth or 
into the nose, producing cough. Staining of the pillow by 
particles of food or mucus sometimes was noted. Vinson,’ 
in 1924, qualified this conclusion when he found that 49 
of 415 patients who had cardiospasm also had respiratory 
symptoms consisting of nocturnal cough and dyspnea 
after meals caused by regurgitation or pressure from the 
dilated esophagus that was filled with food. It was not 
until 1927, however, that Vinson * reported his first case 
in which significant objective respiratory findings were 
present. This was a case of cardiospasm complicated by 
pulmonary abscess. 

Changes on routine roentgenograms of the thorax, such 
as widening of the mediastinum, noted by Weens ° and by 
Hurst and Bassin,'® may provide excellent clues for the 
roentgenologic diagnosis of cardiospasm. Our presenta 
tion will be limited, however, to a discussion of those 
changes observed in the lungs. It represents our experi- 
ence with this problem during a 12-year period (1935 
through 1946) in which 601 patients who had cardio- 
spasm were treated. The various types of pulmonary 
changes are summarized in the table. 





















ASPIRATION PNEUMONITIS 


Forty-six of these 601 patients who had cardiospasm 
also had pneumonitis, presumably from aspiration of 
esophageal contents, at the time of their visit to the clinic. 
In 26 patients, roentgenologic examination revealed that 
the pneumonitis was unilateral. The infiltration was 0 
the right side in 21 and on the left side in 5 (fig. 1). This 
figure also demonstrates that the middle third of the lungs 
was involved approximately four times as often as either 
the upper or lower thirds. 

In the remaining 20 patients, both lungs were involved 
either partially or extensively. The involvement in 10 
cases was classed as partial and in 10 as extensive. No 
portion of the pulmonary fields escaped involvement, bu! 
again infection predominated in the middle third. In four 
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its, the roentgenogram of the thorax revealed a 


atiel 
ilies nodular process that resembled the nodules seen 


in miliary tuberculosis, in pulmonary tuberculosis fol- 
lowing bronchogenic spread, in silicosis, or in metastatic 
malignant disease. 






















Fig. 1.—Roentgenologic location of pulmonary infiltration in 26 cases 
of unilateral aspiration pneumonitis. 


The pneumonitis associated with cardiospasm may 
vary from an acute episode, followed by rapid recovery 
symptomatically and roentgenologically, to an insidious, 
chronic, indurative process that persists indefinitely. Fer- 
sistence is more likely to occur when the amount of lipid 
in the esophageal content is high, such as occurs in those 
patients who ingest mineral oil, milk, or other dairy pro- 
duets before retiring for the night. The most frequent end 
result of aspiration pneumonitis probably is residual 


Pulmonary Complications in 601 Cases of Cardiospasm 


No. of 
Cases 
Aspiration pneumonitis 
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Examination normal, 


History of: 
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fibrosis. As with other types of pneumonia, however, 
complete resolution may take place, so that no residual 
lesion is demonstrable roentgenologically. The table 
shows that three patients not included in our series stated 
that they had experienced episodes of pneumonitis since 
the onset of cardiospasm, and circumstances were such 
that we consider these to be on the basis of aspiration of 
esophageal contents. No abnormality of the lungs in these 
patients could be seen. 
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In a few instances, such as reported by Schmidt * in 
1936, the pulmonary symptoms may overshadow the 
symptoms referable to the esophagus. Belcher ** also has 
pointed out that silent dysphagia may be a cause of pul- 
monary lesions of obscure origin. Hawes and Soule,'* on 
the other hand, have stated that extensive pulmonary 
changes may exist in patients who have cardiospasm and 
still produce no symptoms of pulmonary disease. It is 
important to recognize the associated cardiospasm, be- 
cause its successful treatment frequently results in healing 
of the pulmonary disease. 


REPORT OF CASES 


Case 1.—A man, 48 years of age, came to the clinic in De- 
cember, 1942, because of difficulty in swallowing and regurgi- 
tation of most of his meals for three years. Liquid and food 
frequently had exuded from his mouth when he had assumed a 
recumbent position. He had lost 30 Ib. (13.6 kg.). During the 
previous month, he had noted a severe cold with cough and 
slight elevation of temperature. 

Roentgenograms of the esophagus and thorax revealed car- 
diospasm and an inflammatory process in the middle and upper 
fields of the right lung and in the middle field of the left lung 
(fig. 2, left). After hydrostatic dilation of the esophagogastric 
junction, the patient could eat normally. In 1950, he returned 
for a different purpose, at which time he stated that he had no 













Fig. 2 (case 1).—Left, bilateral aspiration pneumonitis in 1942. Right, 
minimal residual fibrosis in the right lung in 1950. 


further dysphagia or regurgitation. A roentgenogram of the 
thorax showed minimal residual fibrosis in the right lung 
(fig. 2, right). 

Case 2.—A farmer, 63 years of age, came to the clinic in 
August, 1944, complaining of “stomach trouble.” Regurgitation 
of food had begun six years previously and he had lost about 
60 Ib. (27.2 kg.). He had experienced no respiratory symptoms 
but had noted a strangling sensation in the lower part of the 
thorax on lying down. Roentgenograms of the esophagus and 
thorax showed cardiospasm and an inflammatory process in the 
middle third of the right lung (fig. 3). 

CasE 3.—A woman, 54 years of age, came to the clinic in 
January, 1945, complaining of vomiting for approximately three 
weeks. In the previous six months she had noted occasional 
regurgitation of small amounts of food, but for three weeks she 
had vomited almost everything. She had experienced no symp- 
toms referable to her lungs. 

Roentgenograms of the thorax showed bilateral pneumonitis 
with nodular densities that suggested a diagnosis of metastatic 
carcinoma (fig. 4). The diagnosis of cardiospasm was made 
after roentgenologic examination of the esophagus and stomach, 





11. Schmidt, H. W.: Cardiospasm in a 6 Year Old Child, Proc. Staff 
Meet., Mayo Clin. 11: 767-768 (Nov. 25) 1936. 

12. Belcher, J. R.: The Pulmonary Complicaticns of Dysphagia, Thorax 
4: 44-56 (March) 1949. 

13. Hawes, L. E., and Soule, A. B., Jr.: Pulmonary Changes in Cardio- 
spasm, Am. J. Roentgenol. 53: 124-128 (Feb.) 1945. 
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palpation of the esophagogastric junction with a dilating sound, 
and esophagoscopic examination. After hydrostatic dilation of 
the esophagogastric junction, the patient could swallow and 
retain food normally. A letter received in 1951 stated that she 
had no dysphagia, regurgitation, or cough. 






























Fig. 3 (case 2).—Aspiration pneumonitis in the midlung on the right. 








CasE 4.—A woman, 61 years of age, came to the clinic in 
May, 1946. Cardiospasm had been present for 30 years. A known 
pulmonary lesion had been studied roentgenographically at vari- 
ous times since 1929. Acid-fast bacilli had been found in her 
sputum in 1941 and again in 1945, and she had been placed in 
a sanatorium. 

Roentgenographic examination of the esophagus at the clinic 
confirmed the presence of cardiospasm. A roentgenogram of the 
thorax showeda diffuse increase in density on the right with 
partial collapse of the right lung, shift of the mediastinum to the 
right, and perihilar pneumonitis on the left (fig. 5). Acid-fast 
bacilli were found on direct smear of the sputum and gastric 
washings, but when these specimens, together with samples of 
bronchial secretions obtained at the time of bronchoscopy, were 
injected into guinea pigs, tuberculosis was not produced. It was 
assumed therefore, that the organisms were saprophytic. 


FIBROSIS 

It is difficult frequently to determine with accuracy 
from a routine roentgenogram of the thorax whether a 
lesion represents active pneumonitis or fibrosis. Con- 
siderable fibrosis occurs undoubtedly in most cases of 
chronic indurative pneumonia, but, unless it could be de- 
termined with considerable assurance that fibrosis alone 
was present, such cases were not included in this group. 
Actually, the separation of aspiration pneumonitis and 
fibrosis probably is not justified, because fibrosis most 
likely is merely an end result of pneumonitis. An example 
of this has been demonstrated in case 1, in which the 
roentgenogram of the thorax eight years after the episode 
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of pneumonitis showed residual fibrosis. We found Only 
three cases in which fibrosis alone apparently was present 
to a sufficient degree to be called the result of aspiration 


Case 5.—A salesman, 45 years of age, came to the Clinic jp 
January, 1945, because of cardiospasm that had beer, Present 
for 10 years. His chief symptom had been postprandial and noc. 
turnal regurgitation. Respiratory symptoms had not been noted 
Roentgenologic examination of the esophagus confirmed the 
presence of cardiospasm. A roentgenogram of the thorax showed 
bilateral diffuse fibrosis in the middle and lower thirds of each 
lung (fig. 6). 

POSSIBLE TUBERCULOSIS 

Several authors * have reported the finding of sapro- 
phytic acid-fast bacilli in the sputum of patients with 
pulmonary complications of cardiospasm. Pinner ' and 
Baldwin **” have isolated several of these organisms from 
various fruits and vegetables. These organisms may be 
capable of pruducing pulmonary lesions, but they do not 
cause the caseating granulomatous disease that is seen as 
a result of infection with Mycobacterium tuberculosis, 
One of our patients (case 4) had acid-fast organisms in 
her sputum and gastric washings that, when injected into 
guinea pigs, produced no disease. We concluded that this 
was a saprophytic acid-fast bacillus. 

Five patients among our group with cardiospasm had 
an associated pulmonary disease that can be classified 
only as possibly tuberculous because of the lack of posi- 
tive proof. One patient was seen at the clinic because of 
recurrent chills and fever. No organisms were isolated, 
but three months after leaving he died of miliary tuber- 
culosis. A second patient, seen in 1939, had an infiltra- 
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Fig. 4 (case 3).—Bilateral aspiration pneumonitis with modularity 
resembling metastatic carcinoma. 


tion in the apex of the right !ung that was characteristic 
of tuberculosis. Further studies to prove the presence of 
tuberculosis were advised but were not done. A letter in 
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1951 (12 years later), stated he was in a sanatorium, but 
we could obtain no further information. The other three 
patients had similar conditions, namely, bilateral apical 
lesions with cavitation and acid-fast bacilli in their 
sputum on direct smear. Unfortunately, no studies of 
virulence were performed. One patient, however, died of 
tube culosis two years after his visit to the clinic. 

It should be emphasized that no pulmonary lesion 
should be called tuberculous in a person who has cardio- 
spasm unt:! the virulence of the acid-fast organism has 
been proved. On the other hand, as pointed out by 
Breakey and associates,* the debility that sometimes is 
associated with cardiospasm may predispose to the de- 
velcpment of tuberculosis or may influence the course of 
this disease once it is established. It is important, there- 
fore, that each pulmonary lesion be investigated thor- 


Fig. 5 (case 4).—Aspiration pneumonitis with partial collapse of the 
right lung, mediastinal shift to the right, and perihilar pneumonitis on 
the left. 


oughly for the presence of Myco. tuberculosis and that 
the associated cardiospasm be treated adequately to 
allow the patient to take full nourishment. 


BRONCHIECTASIS 


Five patients had bronchiectasis associated with car- 
diospasm. The diagnosis in all was made without the 
benefit uf bronchograms. Two patients had severe cough 
and a large amount of bronchiectatic sputum, and three 
patients had only moderate difficulty. One of the patients 
who had severe involvement had noted symptoms of 
bronchiectasis many years before the onset of cardio- 
spasm. Schrire ** reported a similar case and speculated 
whether the coexistence of the two lesions was more than 
coincidence or whether each condition was due to a 
similar nevromuscular defect. It is our opinion that in 
most cases aspiration of esophageal contents is the caus- 
ative factor. 
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PULMONARY ABSCESS 


Only one patient in our series had a pulmonary abscess 
at the time of examination at the clinic. This man had 
excessive nocturnal regurgitation and recently had noted 


Fig. 6 (case 5).—Bilateral diffuse pulmonary fibrosis. 


err 


Fig. 7.—Pulmonary abscess in the right upper lobe 


chills and fever. A roentgenogram of the thorax showed 
an abscess with a fluid level in the right upper lobe (fig. 
7). He was treated successfully with repeated bronch- 
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oscopic aspirations of this region of the lung. Two other 
patients, not included in this series, had undergone treat- 
ment for pulmonary abscesses prior to their arrival at the 
clinic, but our roentgenograms showed only pulmonary 
scarring. 

ASTHMA AND EMPHYSEMA 

Only one patient had typical bronchial asthma in the 
presence of a normal roentgenogram of the thorax. In 
addition, however, three other patients had experienced 
typical asthmatic episodes associated with pneumonitis. 
These episodes were assumed to be on the basis of as- 
piration. These 3 have been included in the 46 patients 
who had pneumonitis. 

All four patients noted the onset of asthma after the 
symptoms of cardiospasm. Successful treatment of car- 
diospasm resulted in improvement of asthma in two of 
the patients. One patient was treated with antasthmatics 
before hydrostatic dilation of the esophagogastric junc- 
tion. Improvement was obtained by this treatment. 

Two patients had both clinical and roentgenologic evi- 
dence of emphysema. One of these patients had experi- 
enced symptoms of cardiospasm all his life, manifested 
by severe regurgitation of esophageal contents, consider- 
able cough, and extensive dilatation of the esophagus. 
The other patient had noted symptoms of cardiospasm 
for only four years, and only moderate regurgitation and 
dilatation of the esophagus were present. 

It is difficult to assess objectively the role of aspiration 
in the association of asthma or emphysema with cardio- 
spasm. It seems reasonable to assume that, associated 
with the tracheobronchitis caused by repeated aspiration 
of small amounts of esophageal contents, bronchospasm 
could exist that is sufficient to cause wheezing that simu- 
lates asthma. Among 68 patients who complained of 
cough but had no other demonstrable pulmonary com- 
plication, several stated that their cough came in parox- 
ysms and frequently was associated with the crowing or 
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whooping sound that accompanies laryngospasm. We 
consider that it is safe to assume, therefore, that broncho. 
spasm, which is associated with asthma and which fre. 
quently accompanies emphysema, may be initiated by the 
aspirated esophageal contents. 


SUMMARY 


In a recent review of 601 cases of cardiospasm en- 
countered at the Mayo Clinic during a 12-year period, 
significant pulmonary complications were noted in 63 
(10.5% ). Aspiration pneumonitis was the commonest 
finding, and the amount of pulmonary tissue involved 
varied considerably from a small localized region to q 
diffuse bilateral process. The roentgenographic appear- 
ance of the lesions apparently followed a characteristic 
pattern. The most frequent location, as evidenced by 
roentgenologic examination of the thorax, was the mid- 
portion of the right lung. When pneumonitis was ex- 
tensive and bilateral, the roentgenologic appearance 
occasionally simulated miliary tuberculosis, silicosis, of 
metastatic carcinoma. Acid-fast bacilli sometimes were 
found, but in at least one case these organisms were 
proved to be saprophytic. 

Pulmonary fibrosis was seen as an end result of aspira- 
tion pneumonitis. Typical bronchiectasis occurred in five 
cases, and lung abscess was present in one instance. Four 
patients had acute episodes that simulated bronchial 
asthma; two of these were improved greatly after treat- 
ment for cardiospasm. Two patients had rather extensive 
emphysema. 

When patients who have pulmonary infiltrations that 
simulate aspiration pneumonitis are encountered, it is 
well to consider the possibility of esophageal obstruction 
as a cause of the pulmonary lesions. Inasmuch as effective 
methods of treating cardiospasm are available, the rela- 
tively high incidence of pulmonary complications pro- 
vides an additional reason for prompt institution of 
treatment after cardiospasm has been recognized. 








A few years ago we pointed out that compression of 
the cervical spinal cord by herniated intervertebral 
disks may simulate such degenerative diseases of the 
spinal cord as multiple sclerosis and amyotrophic lateral 
sclerosis.‘ We have also been impressed by the fact that 
neoplasms may likewise give rise to a group of symptoms 
and findings that can be misinterpreted as those of de- 
generative disease. This, of course, is not a new observa- 
tion and has been discussed by many neurologists and 
neurological surgeons, including Adson,? Sachs and 
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Glaser,* Grant,* Spurling and Mayfield,’ and Friedman.* 
Nevertheless, errors continue to be made in mistaking 
neoplastic disease of the central nervous system for de- 
generative disorders of the spinal cord. The following 
cases are cited not only to demonstrate the imitation of 
degenerative disease by neoplastic involvement but also 
to illustrate the pitfalls and to indicate how they may be 
avoided.” 

Neoplastic involvement of the central nervous system 
is most commonly confused with multiple sclerosis or 
amyotrophic lateral sclerosis. Yet, on occasion, as the 
next two cases demonstrate, neoplasms may simulate 
subacute combined degeneration of the spinal cord. This 
is particularly true when the disturbance arises in elderly 
persons. 
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REPORT OF CASES 
1.—A 69-year-old woman was referred by her son, a 


ASE | : ; , 
he oll and was admitted to the Chicago Memorial Hospital 
. March 15, 1944. For some three months prior to her admis- 


sion she had noted peculiar sensations in her lower extremities 
and an unsteadiness of her gait, especially when in the dark. Her 
legs seemed cold, yet when she touched them with her hands, 
they felt warm. Gradually her legs seemed to grow heavier. The 
left leg was more involved than the right. Occasionally she fell 
when bending forward. She denied any other neurological 
symptoms. : — 

Results of the general physical examination were essen- 
tially negative. Neurological examination revealed a pleasant, 
cooperative woman of high intelligence. Other than a congenital 
strabismus, there seemed to be no involvement of the cranial 
nerves or of the upper extremities. She walked hesitantly and un- 
steadily. She shifted her base on Romberg’s test. No disturbance 
of perception of light touch or of pin prick could be found. She 
stated that warm and cold objects were felt less acutely on her 
trunk and lower extremities than on the upper parts of her body, 
but the loss, if any, was slight. There was no demonstrable con- 
sistent upper level of the area of presumed thermal sensory loss. 
Vibratory sensibility was absent at the ankles and decreased at 
the knees and iliac crests. Position sense was absent in the toes. 
Movements of the lower extremities, such as the heel-to-knee 
tests were performed unsteadily. The deep tendon reflexes were 
all present and normal. The abdominal reflexes were absent and 
Babinski’s sign was present bilaterally. A tentative diagnosis was 
made of subacute combined degeneration of the spinal cord. 

The Wassermann and Kahn tests on the blood were negative. 
Urinalysis revealed nothing unusual. The blood count showed 
5,300,000 red blood cells, a hemoglobin level 103% of normal 
(15.9 gm. per 100 cc. [Sanco photoelectric method]), and a 
normal white blood cell count. Gastric analysis showed ample 
free hydrochloric acid. These findings cast great doubt on the 
tentative diagnosis, which was soon completely disregarded when 
a lumbar puncture revealed an initial pressure of the spinal 
fluid of 85 mm. of fluid and no rise of pressure on bilateral 
jugular compression (Queckenstedt’s test). Abdominal eompres- 
sion caused a rapid rise to 240 mm. Examination of the fluid 
demonstrated a 2+ reaction on Pandy’s test, a total protein level 
of 130 mg. per 100 cc., no cells, a colloidal gold curve of 
0000000000, and a negative Wassermann test. 

X-ray examination of the thoracic and lumbar spine revealed 
only mild osteoarthritis and a wedge-like deformity of the 
eighth thoracic vertebra. There was no bony rarefaction or ero- 
sion, and the pedicles appeared normal. On measurement, the 
spinal canal was not found to be widened. An ethyl iodo- 
phenylundecylate (pantopaque®) myelogram was made and 
showed a complete obstruction to the radio-opaque column at the 
level of the interspace between the eighth and ninth thoracic 
vertebrae (fig. 1). 

Operation.—On March 18, 1944, a midthoracic laminectomy 
was made, and an intradural meningioma measuring 1.5 by 1.0 
cm. was removed. She made an uneventful recovery and was 
out of bed on the 10th postoperative day. Her walking improved 
steadily, and her subjective complaints soon disappeared. 
Twenty-three days after the operation, sensation had returned to 
normal. 


Comment.—In this case, there was no real difficulty in 
arriving at a proper diagnosis, although the neurological 
picture, apart from the findings on lumbar puncture, was 
far more suggestive of subacute combincd degeneration 
of the spinal cord than it was of tumor. The absence of 
pain and of disturbances of cutaneous sensibility and the 
lack of significant findings on ordinary x-ray examination 
of the spine were in contrast to what is commonly seen 
with intradural extramedullary tumors of the thoracic 
spinal cord. This case again illustrates that intraspinal 
meningiomas usually occur in the thoracic portion of the 
spinal canal and in women. 

_ The most significant point to be learned from this case 
Is that all persons believed to be suffering from a disease 
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of the spinal cord should have a careful examination of 
their spinal fluid. This examination should include an 
accurate determination of the spinal fluid pressure using 
a “water” (or Ayer) manometer. Queckenstedt’s test of 
the effect of compressing the jugular veins upon the pres- 
sure of the spinal fluid and the examination of the effect 
upon the pressure of compressing the abdomen should 
also be carried out in each case in which there is any pos- 
sibility of obstruction of the spinal subarachnoid space. 
The spinal fluid should be examined routinely for cells, 
globulin (by Pandy’s or the Ross-Jones test), total pro- 
tein content, Wassermann reaction, and the colloidal gold 
curve. 





Fig. 1 (case 1).—Myelogram showing complete obstruction of radio- 
opaque column at level of interspace between the eighth and ninth thoracic 
vertebrae. 


The second case is also one in which confusion re- 
sulted from simulation of subacute combined system dis- 
ease of the spinal cord, but in a very different way. Here 
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the importance of repeated and complete neurological 
examinations of all patients believed suffering from de- 
generative disorders of the spinal cord is demonstrated 
spectacularly. 


Case 2.—A 64-year-old housewife was admitted to the neuro- 
surgical service at the Chicago Memorial Hospital on Feb. 1, 
1950. She had been first seen in consultation with the late Dr. 
Robert A. Melendy on Jan. 14, 1949, and several times there- 
after. 

In 1926, she was found to be suffering from pernicious anemia. 
The blood contained 1,200,000 red blood cells, 5,500 white blood 
cells, and 36% of normal level of hemoglobin. Smears of the 
blood showed marked poikilocytosis and anisocytosis. No free 
hydrochloric acid was found in the gastric secretion. She was 
treated with liver and iron with excellent results. 

Thereafter she was treated only sporadically by her daughter, 
a registered nurse, who gave her an injection of liver whenever 
the patient felt she needed it. She did well until November, 1948, 
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Fig. 2 (case 2).—Diagram of operative exposure showing the cerebellum 
exposed with cystic cavity opened. The tumor nodule can be seen at the 
upper limits of the cyst. The insert is a sagittal section showing the rela- 
tion of the cyst and tumor nodule to the brainstem and cerebellum. 


when she first noted an unsteadiness in walking and a weakness 
of her legs, which had caused her to fall on several occasions. She 
had also noted a numbness of her fingers and of her feet, but 
could not recall how long this had been present. Occasionally she 
complained of headache and very occasionally was bothered by 
retching in the early morning. 

Examination at that time revealed a rather apathetic elderly 
woman. Results of the general physical examination were not 
remarkable, and her blood pressure was 140/95. No neurological 
abnormalities were found in the domain of the cranial nerves or 
in the upper extremities. She walked with a rather wide base and 
quite unsteadily. She was unable to maintain her balance with her 
feet together and eyes closed (Romberg’s test). There was a slight 
impairment of position sense in the toes of the left foot, vibratory 
sense was absent at the right ankle, Babinski’s sign was equivocal 
on the left side, and there was an inconsistent stocking-type of 
hypalgesia bilaterally. All of her tendon reflexes were brisk 
except for the right ankle jerk, which was absent. Her blood 
contained 3,450,000 red blood cells, 7,200 white blood cells, and 
14.5 gm. per 100 cc.“of hemoglobin (93%). The blood smear 
appeared normal. She had a gastric achlorhydria even after the 
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administration of histamine. The diagnosis of early subacut 
combined degeneration of the spinal cord was made, and ine 
intensive treatment of the pernicious anemia was recommended 

On April 18, 1949, she was again examined. She had lees 
receiving intramuscular injections of liver extract every two day. 
iron orally three times a day, and vitamin Bis twice a week. On 
examination, her gait was wide-based and unsteady, and she 
shifted her base on Romberg’s test. There was slight ataxia on 
heel-to-knee and finger-to-nose tests. Position sense was slightly 
impaired in both the upper and lower extremities. Babinski’; 
sign was present bilaterally. The stocking-type hypalgesia wa, 
still present. The cranial nerves and tendon reflexes were as they 
had been before. The blood count was 4,780,000 red blood cells 
5,900 white blood cells, and 17 gm. per 100 cc. (109%) of hemo. 
globin. 


On July 14, 1949, she was admitted to the Chicago Memoria) 
Hospital on the service of Dr. Matthew Taubenhaus because of 
a deterioration of her condition. An extensive medical investiga- 
tion revealed nothing new or significant. The blood picture was 
excellent. The only changes found on neurological examination 
were an increased and generalized muscular weakness, a hypal- 
gesia of her fingers, but a recovery from the stocking hypalgesia, 
Position sense and the localization of stimuli were normal, as 
were the usual tests of muscular coordination. Babinski’s sign 
was present only on the left. A lumbar puncture was made. The 
initial pressure was 160 mm. of fluid. The pressure rose rapidly 
to 250 mm. on compression of the jugular veins, and fell freely 
when the compression was released. The spinal fluid contained 
five lymphocytes and two polymorphonuclear cells per cubic 
millimeter. The total protein level was only 11 mg. per 100 cc, 
and Pandy’s test was negative, as were the Wassermann test and 
the colloidal gold curve. 


In the next several months she became too weak to walk and 
so lethargic that she responded only intermittently when spoken 
to. She would hold her head from time to time as if in pain. She 
was incontinent of urine. On examination on Feb. 1, 1950, she 
was drowsy, inattentive, disoriented as to time, and very weak. 
There was a bilateral early papilledema but otherwise the neuro- 
logical examination revealed no change. X-ray examination of 
the skull showed nothing significant. The blood studies were 
normal, as they had been for some time past. Results of 
urinalysis were negative. 


Operation—A ventriculogram was made on Feb. 6, 1950. 
This showed a uniformly dilated ventricular system with non- 
visualization of the aqueduct of Sylvius and of the fourth 
ventricle. The ventriculogram was followed by a suboccipital 
craniotomy, made under local anesthesia, through a linear mid- 
line incision. The cisterna magna was obliterated, and the cere- 
bellar tonsils had herniated through the foramen magnum to the 
upper margin of the second cervical vertebra. The gyri of both 
cerebellar hemispheres were flattened and yellow; 20 cc. of clear 
pale yellow fluid were removed with a needle from the right 
cerebellar hemisphere. This cyst was then opened by a transverse 
incision. It occupied the vermis and the medial parts of both 
hemispheres and contained approximately 40 cc. more of 
xanthochromic fluid. There was a bright red, sharply circum- 
scribed nodule, 1.5 cm. in diameter, looking very much like a 
cherry, in the midline on the extreme anterosuperior wall of the 
cyst (fig. 2). The blood vessels entering it were occluded and 
divided, and the nodule was removed in one piece. Its point of 
origin was approximately 0.5 cm. posterior to the extreme 
anterior tip of the cerebellar vermis. Microscopic examination 
showed this tumor to be a hemangioblastoma. 

Immediately after the operation she responded to questions 
and talked more rationally than before. Her mental status con- 
tinued to improve steadily. She was no longer incontinent of 
urine or feces. The strength and coordination of movements of 
her extremities gradually improved. On the 10th day after the 
operation she walked with support and helped to feed herself. 
Position sense in her toes and vibratory sense were soon much 
improved, but the hyperactive tendon reflexes and Babinski’s 
sign on the left side persisted. She left the hospital on the 23rd 
postoperative day and has continued to improve although her 
condition has never returned to normal. She is able to get about 
in her home but does not go out of doors. 
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Comment.—This case is extremely interesting from 
various standpoints. In the past, various authors have de- 
scribed the association of hemangioblastomas of the cere- 
bellum with polycythemia vera, but so far as we know no 
one has described the association of such a cerebellar 
tumor with pernicious anemia. Although it appears likely 
that there is a direct causal relation between the cerebel- 
jar neoplasm and the polycythemia in the cases reported 
by others, we know of no reason to assume that the 
anemia and the hemangioblastoma in our case were in 
any way related except that they both occurred in the 


same patient. 

The possibility must also be admitted that we saw here 
not only the unusual coincidence of pernicious anemia 
and a hemangioblastoma of the cerebellum but the coin- 
cidental occurrence of a tumor of the cerebellum and 
subacute combined degeneration of the spinal cord in 
the same patient. The possibility exists that all of her 
neurological symptoms were the result of the cerebellar 
tumor. In that case, we would have to conclude that the 
damage wrought by the tumor was so severe and of such 
long standing that some of the changes were irreversible. 
This would be particularly true of her unsteadiness of 
gait, which still persists. On the other hand, this difficulty 
may be the result of neurological changes associated with 
the pernicious anemia. It seems definite that the depres- 
sion of mental functions and the papilledema were the 
result of the tumor and of the increased intracranial 
pressure that it produced. 

In the following case an extramedullary neoplasm of 
the cervical spinal cord produced a clinical picture 
strongly suggestive of amyotrophic lateral sclerosis. 


Case 3.—A 53-year-old nursemaid was admitted to the Illinois 
Neuropsychiatric Institute on Feb. 3, 1947, having been referred 
by Dr. Roland P. Mackay. In 1940 she developed a very tem- 
porary pain in her right shoulder and an associated stiffness of 
her right arm, particularly when she combed her hair. In the 
middle of 1945 she noted a slowly progressive weakness of her 
right hand. A few months later, she noted a weakness of her 
right leg and at times would stumble as she walked. At the same 
time she noted a peculiar tingling of her left leg and found that 
her bath water did not feel as warm on her left leg as it did 
on the right. 

Neurological examination by Dr. Mackay on Jan. 22, 1947, 
disclosed no evidence of any abnormality in the domain of the 
cranial nerves. There was moderate atrophy of the muscles of 
the right hand. The right leg was moderately weak, particularly 
distally. All tendon reflexes were symmetrically hyperactive. 
Babinski’s sign was present only on the right side. The abdominal 
reflexes were absent on the right and very feeble on the left side. 
Hoffmann’s sign was present bilaterally and the jaw jerk was 
exaggerated. She walked with a “spastic” gait. Romberg’s test 
was positive. There was no impairment of sensory functions 
anywhere in any respect. 

On admission to the Illinois Neuropsychiatric Institute on Feb. 
3, neurological examination gave essentially the same results 
plus bilateral unsustained wrist and patellar clonus. Again there 
were no abnormal sensory findings. Examination of the blood 
and urine was essentially negative. Results of x-ray examination 
of the skull and cervical spine were negative (no oblique views 
of the cervical spine were made). 

The absence of pain, the purely motor character of the neuro- 
logical findings with generalized hyperactivity of the tendon 
reflexes, hyperactive jaw jerk, bilateral Hoffmann’s sign and 
clonus, and the negative x-ray examinations made the diagnosis 
of amyotrophic lateral sclerosis likely, even though the asym- 
metrical nature of the muscular weakness was unusual. When 
lumbar puncture revealed no evidence of obstruction of the 
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spinal subarachnoid space on Queckenstedt’s test, that diagnosis 


seemed even more likely. The finding of 170 mg. per 100 cc. 


of protein in the spinal fluid was not to be expected, however, 


sO a myelogram was made. This disclosed a large filling defect 
in the cervical spinal canal between the fourth and fifth cervical 
vertebrae, particularly on the right side (fig. 3). 


Operation—On Feb. 17, 1947, a cervical laminectomy dis- 
closed a neurofibroma 2 cm. in diameter lying anterior and 
lateral to the spinal cord on the right side. It was removed com- 
pletely. The patient made a good recovery and was discharged 
from the hospital on March 18, 1947. 


Comment.—The lack of demonstrable sensory changes 
in this case is difficult to understand, yet in many cases 
in which a space-occupying lesion produces motor symp- 
toms to the exclusion of sensory symptoms, the lesion is 
found (as in this case) to be anterior to the spinal cord 





Fig. 3 (case 3).—Myelogram showing large filling defect in the cervical 
spinal canal between the fourth and fifth cervical vertebrae. 


(Adson *). That is notably true with herniated cervical 
intervertebral disks.’ 

This case illustrates an extremely important point that 
warrants repeated emphasis. Not infrequently it is as- 
sumed that absence of demonstrable obstruction in the 
spinal subarachnoid space on Queckenstedt’s test makes 
a myelogram unnecessary. This is a false belief, as we 
have pointed out previously.' Even though there is no 
abnormality on Queckenstedt’s maneuver, myelography 
may demonstrate a large and removable lesion. In the 
present instance the marked elevation of total protein 
content of the spinal fluid indicated that we were dealing 
with a neoplasm rather than with a degenerative disease. 

In the following case an intraspinal tumor was mis- 
taken for multiple sclerosis by competent neurologists 
and neurological surgeons for several years. 












616 NEOPLASMS—OBERHILL ET AL. 





Case 4.—The patient was a lawyer, 40 years of age. He was 
admitted to the Illinois Neuropsychiatric Institute on Sept. 5, 
1946, having been referred by Dr. I. J. Spiegel of Chicago. Some 
15 years before admission he had developed a hyperesthesia of 
the skin of the left side of his chest. He was seen at another 
clinic, and results of both neurological examination and myel- 
ography were negative. After one year, the hypersensitivity 
resolved itself completely. 
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Fig. 4 (case 4).—Measurements of width of spinal canal showing in- 
creased dimensions from ninth thoracic vertebra to first lumbar vertebra. 


Eight years later (1939) it was observed that he walked with a 
peculiar gait. Again results of a neurological examination were 
negative. Three years later (1942) he made a misstep with his 
left foot and fell. Thereafter he fell on several occasions. He 
experienced sensations of lightheadedness and had an unsteady 
gait. Details of his examination at that time are not available, 
but following this examination he was given fever therapy for 
multiple sclerosis. Subsequently his right leg grew progressively 
weaker, and later the left leg became involved as well. By 1944, 
he required a cane and finally became unable to walk at all. 
From 1942 he had urinary urgency, nocturia, and difficulty in 
stopping and starting the urinary stream, and was unable to have 
a penile erection. His right foot became progressively more 
numb. Six months prior to his admission here he developed pain 
in the lower back and a hypersensitivity of the skin from his 
waist downward. 

On admission to the Illinois Neuropsychiatric Institute he had 
an almost complete paraplegia, more severe in the right leg. 
There was a hyperesthetic zone at the seventh and eighth thoracic 
dermatomes bilaterally and a marked reduction of sensibility in 
all modalities below this level except for a sparing of the lower 
sacral dermatomes. The middle and lower abdominal reflexes 
were absent, and Beevor’s sign was present. The tendon reflexes 
in the lower extremities were depressed, but Babinski’s sign was 
present bilaterally. 

X-ray examination of the spine disclosed a mild S-shaped 
scoliosis. Measurement of the width of the spinal canal showed 
increased distances between the vertebral pedicles from the ninth 
thoracic vertebra to the first lumbar vertebra (fig. 4). Lumbar 
puncture disclosed a partial block on Queckenstedt’s test. The 
spinal fluid contained no cells and 128 mg. per 100 cc. of protein. 
Myelography demonstrated the upper limit of an intraspinal ob- 
struction at the ninth thoracic vertebra, but the medium passed 
to either side of the obstruction, outlining a long fusiform lesion 
extending to the upper lumbar vertebrae (fig. 5). 


Operation.—On Sept. 20, 1946, a lower thoracic laminectomy 
was made and an epidermoid tumor removed. The tumor ex- 
tended from the ninth thoracic level to the conus medullaris. 
Immediately after the operation the patient had a complete 
flaccid paraplegia. Subsequently he improved slightly, and with 
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a prolonged course of rehabilitation became able to walk in 
tripod fashion with leg braces and developed an automat. 
bladder. 


Comment.—It is easy to understand why this patien; 
was for years regarded as suffering from multiple sclero. 
sis. The transient episodes of hyperesthesia in 1931 ang 
of difficulty with his walking about 1939, before the pro- 
gressive course appeared about 1942, and the negative 
findings on lumbar puncture and myelography would 
suggest such a possibility. It is obvious, however, that 
such tempting evidence is not always conclusive. This 
case again demonstrates that whenever all of the signs 
and symptoms presented by a patient believed to have 
multiple sclerosis can be explained by a single localized 
intraspinal lesion, the advisability of an exploratory lami- 
nectomy must be seriously considered. 

This case also demonstrates that intraspinal neoplasms 
may be associated with remissions and relapses and that 
the absence of a steadily progressive course does not ex- 
clude the possibility of an intraspinal tumor. Case 4 also 
shows that the clinical course of some intraspinal tumors 
may be exceptionally long-15 years in the present case- 
and that, as we have previously pointed out,’ scoliosis of 
the spine resulting from an intraspinal tumor is usually 
associated with those tumors of great chronicity. This 
case again emphasizes the importance of observing, ex- 
amining, and reconsidering repeatedly the diagnosis in 





Fig. 5 (case 4).—Myelogram demonstrating long fusiform filling defect 
extending from the ninth thoracic vertebra through the upper lumbar levels. 


the cases of patients presumably suffering from a degen- 
erative neurological disease. 

Although the patient to be described below was 
thought by one neurologist to be suffering from syringo- 
myelia and by another to have multiple sclerosis, we at 
no time entertained any diagnosis other than that of intra- 
spinal neoplasm. As it demonstrates some of the points 
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which are of the greatest importance in differentiating de- 
generative from neoplastic disease of the spinal cord, we 


have added it here. 


Case 5.—A 52-year-old sales research consultant was ad- 
mitted to the Chicago Memorial Hospital on May 21, 1951, 
having been referred by Dr. Charles Freed of Denver. In 
January, 1949, a slight tingling of all of the fingers of his right 


Fig. 6 (case 5).—Roentgenograms of cervical spine, which is essentially 
normal in lateral projection (A) but which shows marked dilatation of the 
intervertebral foramen between the third and fourth cervical vertebrae on 
the right side when visualized in oblique projections (B). 


hand had developed. This improved a short time after it appeared 
but persisted. About June, 1949, he developed more marked 
paresthesias in the left hand and fingers. These gradually ex- 
tended into the left forearm. Other areas of tingling soon 
appeared in the left side of the trunk, left leg, and in the toes of 
both feet. These too improved but never completely disappeared. 
In January, 1950, an examination of the spinal fluid was made, 
and, according to the patient, revealed an abnormal “gold curve” 
but a negative Wassermann test. He was told that he might have 
multiple sclerosis, nervous tension, or even a tumor. By July, 
1950, he had developed urgency of urination and defecation and 
had become sexually impotent. His previous symptoms had all 
increased rather suddenly. A neurological examination at that 
time revealed questionable muscular atrophy about the left 
shoulder, diminished right abdominal reflexes, hyperactive right 
knee jerk, impaired vibratory sensibility at the right ankle, and 
some hesitancy in distinguishing hot and cold stimuli in the left 
foot and leg. A lumbar puncture revealed an initial pressure of 
80 mm. of fluid and normal dynamics on Queckenstedt’s test. 
The cerebrospinal fluid contained no cells and 70 mg. per 100 cc. 
of protein. The colloidal gold curve was flat, and the Wasser- 
mann test anticomplimentary. A tentative diagnosis of syringo- 
myelia or of intramedullary spinal cord tumor was made. He 
was given x-ray therapy directed to the cervical spinal cord. 
He did not improve. 

Examination on admission showed a fine rotary nystagmus on 
looking toward the right or the left, a normal gait, a slight im- 
pairment of the ability to hop on the right foot alone, and no 
abnormalities on Romberg’s test. Strength in the upper extrem- 
ities was judged to be normal, but movements of the fingers of 
the left hand were awkward. Movements of the right great toe 
and flexion of the right knee were weaker than similar movements 
on the left. Muscular tone was generally increased. Finger-to- 
Nose tests were moderately ataxic on both sides, particularly on 
the left. The heel-to-knee test was only moderately impaired on 
the right side. Rapidly alternating movements of the upper 
extremities were performed somewhat poorly bilaterally, but 
more so on the left. There was only a questionable atrophy of the 
small muscles of both hands and of the muscles of both 
Shoulders. The tendon reflexes were generally hyperactive but 
more active on the right side. There was an unsustained ankle 
clonus on the right. The upper abdominal reflexes were feeble, 
the lower ones absent. Rabinski’s sign was present on the right 
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only. There was no impairment of the perception of pain, touch, 
vibration, or of the localization of stimuli. Position sense was 
impaired in the left fingers and in the toes of both feet, particu- 
larly on the left. Stereognosis was impaired in the left hand, and 
the recognition of figures written on the palm was poor bi- 
laterally. 

Ordinary anteroposterior and lateral roentgenograms of the 
cervical spine revealed no abnormality except for a mild osteo- 
arthritic lipping, with slight narrowing of the intervertebral space 
between the sixth and seventh vertebrae (fig. 64). Oblique views 
of the cervical spine revealed a marked dilatation of the inter- 
vertebral foramen between the third and the fourth cervical 
vertebrae on the right side (fig. 6B). 

On lumbar puncture, the pressure was normal. There was no 
evidence of a block on Queckenstedt’s test. The cerebrospinal 
fluid contained no cells and 118 mg. per 100 cc. of protein. An 
ethyl iodophenylundecylate myelogram revealed a filling defect 
on the right side at the level of the interspace between the third 
and fourth cervical vertebrae (fig. 7). 

Operation.—On May 25, 1951, a cervical laminectomy was 
made. A dumbbell neurofibroma was found and removed. He 
recovered very promptly and was discharged from the hospital 
on June 15. He returned to work on July 15, and on Aug. 23 
reported that he had played golf on a few occasions. 


Comment.—Again we are confronted with an intra- 
spinal tumor manifesting its presence with intermittent 
symptoms. Sensory changes were relatively trivial. There 
was no evidence of obstruction of the spinal subarachnoid 


Fig. 7 (case 5).—Cervical myelogram revealing sharply circumscribed 
filling defect on the right side at the level of the third and fourth thoracic 
vertebrae. 


space on Queckenstedt’s test. The total protein level in 
the spinal fluid was only 70 mg. per 100 cc. at one time 
and only 118 mg. per 100 cc. just before the removal of 
the tumor. It is not surprising with this history and with 
the rather vague findings that various diagnoses were en- 
tertained. We see here again an instance in which all of 
the signs and symptoms could be explained by a single 
lesion sharply localized within the spinal canal. Also, 
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this is another case in which myelography demonstrated 
a space-occupying lesion within the spinal canal even 
though there was no evidence of block on Queckenstedt’s 
test. There is one further fact to be learned from this case: 
whenever the possibility of an intraspinal neoplasm in the 
cervical region is entertained, one must obtain oblique 
views of the cervical spine for good visualization of the 
intervertebral foramina in addition to the usual antero- 
posterior and lateral views. 


SUMMARY AND CONCLUSIONS 

In 1896 Pearce Bailey * reported the case of a 29-year- 
old woman with three episodes of quadriplegia and 
marked sensory deficit over a period of six years. She re- 
covered completely after the first episode and almost 
completely following the second. At autopsy, a ventrally 
placed tumor was found in the cervical spinal canal. Ex- 
cept for minor aches she had had no troublesome pain. In 
1926 Friedman * reported two cases in which neoplasms 
simulated combined system disease and in 1941 pre- 
sented three additional such cases. De Lehoczky * de- 
scribed the case of a boy who presented the clinical 
picture of amyotrophic lateral sclerosis but at operation 
was found to have an hourglass tumor that extended from 
the supraclavicular fossa through an intervertebral fora- 
men and compressed the spinal cord. In 1946, Dattner '° 
described a man who presented a history typical of 
multiple sclerosis with the usual exacerbations and re- 
missions and with findings so similar to multiple sclerosis 
that he was treated as if he had this disease for many 
years by competent neurologists. Only later when the 
symptoms became steadily progressive was he shown to 
have epidermoid tumor of the posterior cranial fossa. 

Our review of the literature has not been exhaustive, 
but it demonstrates that situations such as we have de- 
scribed are not unusual. The frequency of simulation of 
degenerative diseases of the nervous system by neoplasms 
and other space-occupying lesions makes it all the more 
imperative that these commonly remediable lesions be 
recognized promptly so that the patient’s condition need 
not continue to deteriorate under the hopeless diagnosis 
of one of the degenerative diseases. Our cases, as well as 
those reported in the literature, demonstrate certain 
points of importance if these errors are to be avoided. 
The initial history and general physical and neurological 
examinations must be thorough and complete. The ex- 
amination should include an examination of the spinal 
fluid by lumbar puncture. The pressure of the fluid 
should be measured accurately with a water manometer 
(Ayer). Queckenstedt’s test should be performed. The 
fluid should be examined for globulin, for protein con- 
tent, for cells, and for the Wassermann or Kahn test and 
the colloidal gold curve. Appropriate roentgenological 
studies should be made. Whenever indicated there should 
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be no hesitancy about making an ethyl iodophenylunde. 
cylate myelogram. Whenever a diagnosis of a degenera. 
tive disease has been made, the patient should be seen 
at regular intervals, careful notes made of the course of 
the disease, and the patient examined repeatedly. 

There are certain common errors which might con. 
tribute to the confusion existing between degeneratiy, 
disease and compression of the spinal cord that Warrant 
correction. 1. It has been held that a myelogram is not jp. 
dicated in the absence of evidence of obstruction of the 
spinal subarachnoid space on Queckenstedt’s test, W, 
have shown previously that this is false as regards herpj. 
ated cervical intervertebral disks that compress the sping| 
cord, and the present series of cases has shown it to be 
false for intraspinal neoplasms as well. Spurling and 
Mayfield ° found no evidence of block on Queckensted's 
test in 19% of their cases, and Grant * found no such eyj. 
dence in 5 out of 18 cases. 2. Myelography, on the other 
hand, may fail to reveal the presence of a herniated mig. 
line disk or of an intraspinal tumor. 3. Pain and senson 
change are so often associated with intraspinal tumor 
that they are sometimes considered essential to such , 
diagnosis. This is not the case. Space-occupying lesions 
lying anterior to the spinal cord are particularly likely to 
produce only motor symptoms without sensory alters. 
tions and thus lead to confusion with amyotrophic lateral 
sclerosis or multiple sclerosis. 

Though roentgenograms of the skull and spine are 
often of value in diagnosing neoplasms of the central 
nervous system, it must not be forgotten that negative 
roentgenograms are meaningless and that the roentgeno- 
graphic examinations may have been made of the wrong 
areas. Furthermore, it is always possible that other views 
may show changes that are not visible in those available. 
This is shown clearly by case 5 in which the value of 
oblique views of the cervical spine showing alterations in 
the intervertebral foramina is obvious. The diagnostic 
evidence presented by x-ray examination of the vertebral 
column is often unremarkable. Among the most valuable 
findings are the widening of the spinal canal and the 
erosion of the vertebral pedicles called to our attention by 
Elsberg and Dyke in 1934." 

Certain ancillary evidence may prove of great value in 
differentiating degenerative disease from compression of 
the spinal cord. The age of the patient may offer a clue 
indicating that a neoplasm is responsible for that which 
may appear to be a degenerative disease. Multiple sclero- 
sis is predominantly a disease of young adults. Any pa- 
tient over 35 years of age who for the first time develops 
symptoms of what might be multiple sclerosis should be 
investigated most carefully for the possibility of a tumor. 
It is true that multiple sclerosis may appear in older pa- 
tients, but it is uncommon for it to do so, whereas neo- 
plasms are commoner in the older age groups. On the 
other hand, amyotrophic lateral sclerosis is primarily 2 
disease of older people. Hence, whenever a child or 4 
young adult presents symptoms suggestive of that disease, 
the possibility of a tumor compressing the spinal cord 
must be given serious consideration. Whenever subacute 
combined system disease seems to be present, one must, 
of course, study the blood carefully, but an examination 
of the gastric secretions for free hydrochloric acid (after 
the injection of histamine) is particularly indicated. Al 
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though one sees subacute combined degeneration with- 
out anemia, it is rare to see it without achlorhydria. 
Finally, in every case in which signs of involvement of 
the spinal cord can be explained by a single well-localized 
lesion but without the other evidences of an intraspinal 


tumor, the advisability of an exploratory laminectomy 
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must be seriously considered. If there exists a real possi- 
bility of a space-occupying lesion compressing the spinal 
cord it is better to err on the side of seemingly unneces- 
sary exploration rather than leave a remediable lesion 
untreated. 


25 E. Washington St. 





NONCHROMAFFIN PARAGANGLIOMA 


REPORT OF THREE CASES 


Richard Thomas Barton, M.D., Beverly Hills, Calif. 


Earl John Thee Jr., M.D., Los Angeles 


The neoplasm now known as nonchromaffin para- 
sanglioma may arise in any of the glomus bodies. It has 
been identified as originating in the carotid body for 
many years, but only recently has it been recognized as 
starting in the jugular body, or glomus jugulare. The 
purpose of this discussion is to report three additional 
cases of nonchromaffin paraganglioma of the glomus 
jugulare and comment on their clinical character and 
management. 

The site of the glomus jugulare was first described by 
Stacey Guild in 1941. His description was of the normal 
slomus jugulare found in temporal bone sections that 
presented no clinical evidence of tumor formation. He 
described a small but rich network of cavernous blood 
vessels, most commonly found in the adventitia of the 
dome of the jugular bulb near the tympanic ramus of the 
glossopharyngeal nerve and immediately below the floor 
of the middle ear. The glomus is usually single, 0.5 by 
0.25 mm., flattened and oval. It is histologically identical 
with the carotid body and other nonchromaffin para- 
ganglions found elsewhere. The first case of jugular body 
tumor reported after Guild’s discovery was a single case 
by Rosenwasser * in 1945. Since that time the total num- 
ber of reported cases has risen to 47, including the 3 
herein presented. The number of reported cases has in- 
creased each year, reaching a high of 17 cases in 1950. 
In addition, there are undoubtedly many cases that have 
not been reported. Winship and Louzan * reported a 
single case that was not associated with the jugular vein. 
One of our cases is very similar, not being associated with 
the vein (case 1). Recently the literature was thoroughly 
reviewed by Winship and Louzan* and Tamari, 
McMahon, and Bergendahl.‘ Therefore, we do not 
believe that it is necessary to make a complete review. 

In reviewing the reported cases, a marked similarity 
in history is noted. The characteristic features may be 
enumerated as follows in the order of relative occurrence: 
(1) chronic draining ear of long duration, usually treated 
over a prolonged period with little change, (2) tinnitus, 
usually described as roaring, buzzing, or a pressure sen- 
sation in the involved ear, (3) highly vascular polypoid 
tissue in external auditory canal with a marked tendency 
to bleed on trauma—often a history of previous removal 
of tumor from middle ear attended by moderate to 
marked bleeding, and (4) loss of hearing, usually con- 
ductive in type. 


As the mass increases in size, there is often pain with 
partial to complete paralysis of cranial nerves in the ad- 
jacent areas, the commonest being facial, vagus, tri- 
geminal, and glossopharyngeal, in this order. There have 
been four cases reported in association with nonchro- 
maffin paragangliomas ° of the carotid body. We are add- 
ing another such instance (case 3). In only two of the 
previously reported cases was there evidence of malig- 
nant degeneration, one with metastases to the liver and 
the other to a cervical node.® This is a rate of 4.5%. 
Markedly alarming symptoms usually do not occur until 
the tumor has reached a size sufficient to cause erosion 
and to produce nerve palsies. Often, the tumor is found 
to be inoperable due to technical difficulties. Hemorrhage 
is usually marked and difficult to control, even with liga- 
tion of the internal jugular vein and carotid arteries. 
Roentgenographic findings vary widely, there being no 
consistent picture. The variations range from slight scle- 
rosis of the mastoid process to destruction of the major 
portion of the petrous pyramid (fig. 1). 


PATHOLOGY 
The appearance microscopically of nonchromaffin 
paragangliomas, whether originating in the carotid body 
or the jugular body, is characterized by high vascularity 
and epithelioid ribbons of cells. The sections, at times, 
will have such a markedly vascular appearance as to sug- 
gest an angioma or inflammatory tissue, especially if the 
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epithelioid cell nests are scattered and small. Silver stains 
for reticulum always bring out a striking argentaffin 
framework. The nests of eosinophilic tumor cells are 
seen adjacent to the thin-walled (usually a mere endo- 
thelial lining) blood spaces. 





Fig. 1.—Marked erosion preoperatively of the right petrous process in 
patient in case 2. The seventh and eighth cranial nerves were impaired by 
the encroaching tumor. 


It becomes obvious that there is a single entity involved 
in all tumors of the glomus bodies, whether glomus jugu- 
lare, glomus caroticum, or glomus coccygeum. The struc- 
tures from which they originate are paraganglions, but 
they differ from the chromaffin paraganglionic system, 
as seen in the adrenal medulla and the chromaffin bodies 
of the sympathetic chains, in that the glomus bodies are 
nonchromaffin and nonepinephrine producing. Typical 
sections are shown in figures 2 and 3 demonstrating the 
irregular nests of large eosinophilic cells with hyperchro- 
matic nuclei, associated with numerous thin-walled vas- 
cular spaces. Grossly, identification of the tumor is dif- 
ficult. All one can say is that it bleeds readily, is poorly 
defined, and, in the ear canal, resembles an ordinary 
polyp. It is slow but progressive in growth. 


REPORT OF CASES 


Case 1.—A 27-year-old white man first noted a pulsating noise 
in the right ear in 1944, which has persisted to the present. Deaf- 
ness was noted in 1949 and had been progressive until there was 
total deafness in the right ear on admission in 1951. There was 
a constant, foul, purulent discharge since late in 1950, with 
occasional small amounts of bleeding for four months. Severe 
generalized headaches of one year’s duration were experienced. 
In May, 1951, a tissue mass was removed from the right external 
auditory canal and reported as aural polyp with hemangio- 
endothelioma, grade 1, at base. 

He first came under our care in November, 1951, with the 
complaints enumerated and, in addition, the fact that the mass 
had recurred. Past history and system review were noncontribu- 
tory. Physical examination revealed a fairly well-developed, 
poorly nourished man, in no apparent distress. Left canal and 
tympanic membrane were normal. There was a seropurulent 
discharge in the right canal, and after removal a large, friable, 
irregular mass, apparently covered with epithelium, entirely filled 
the external auditory canal. There was slight mastoid tenderness 
on the involved side. Conversational voice was heard at 0/20 
right and 20/20 left. Romberg and fistula tests were negative. 
The Weber test lateralized to the right. There was no evidence 
of facial paresis. The remainder of the physical examination was 
normal. Audiogram showed marked right conductive-type deaf- 


ness. 
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Blood and urine examinations were within no; mal lim 
Culture of the discharge revealed nonhemolytic strep: oco¢gj a 
diphtheroids. There were a few sclerotic periantral cells op rs 
right, but otherwise both mastoids were entirely norma} by x-r; : 
The mass filling the external canal was biopsied and reported a 
pyogenic granuloma with ulceration and squamous 
plasia. 

A right radical mastoidectomy was performed on Noy. 7 
1951, and a tumor was found to arise from the area of the 
tympanic plexus without any visible connection with the jugular 
bulb. It filled the entire middle ear, antrum, and externa] auditory 
canal. Marked bleeding was encountered but was controlled With 
epinephrine (adrenalin®) packing. It was felt that the tumor had 
been entirely removed. There was no involvement of the faci 
canal or the semicircular canals. The tissue was reported aS a 
nonchromaffin paraganglioma (fig. 2). The patient was given 
deep x-ray therapy, and the cavity healed in a normal rate apj 
manner. There has been no evidence of recurrence to date. 






Cell hyper. 














CasE 2.—A 42-year-old white man was seen for the first time 
on July 3, 1951. He stated that in 1945 he had a fungus infection 
in the right ear, which was treated by means of drops while ip 
service. There was a fair response to this treatment with syb. 
sidence of symptoms. In 1947, there was an acute flare-up of ; 
similar nature with pain, local swelling, and otorrhea. He was 
seen by three private physicians without improvement. He notej 
tingling and weakness of the entire right face beginning in March, 
1951. 

Physical examination revealed a well-developed, well-nourished 
man, alert, cooperative, and with a partial right facial paralysis, 
The left canal and drum were normal in appearance. The right 
canal was filled with a polypoid mass that was rough, irregular, 
highly vascular, and seemingly covered with epithelium. There 
was an associated foul, purulent discharge. Conversational voice 
was heard at 0/20 on the right and 20/20 on the left. The Weber 
test lateralized to the right. The Romberg and fistula tests were 
negative. The Rinne test was negative in all frequencies on the 
right and positive in all frequencies on the left. The remainder 
of the physical examination was negative. There were no nodes 
felt in the neck. An audiogram revealed a complete concsiction 
deafness on the right and an early perceptive deafness on the left, 

Blood and urine studies were within normal limits. Culture of 
drainage from the right ear revealed nonhemolytic Staphylococ- 
cus aureus. Chest x-ray examination was normal. Routine 
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Fig. 2.—Typical section of nonchromaffin paraganglioma taken from 
patient in case 1. The numerous thin-walled vascular spaces are seen bt 
tween the cords of tumor cells. 





mastoid views revealed only a chronic, sclerotic process withia 
the right mastoid area. Stereo views of the skull in the basilar 
projection revealed marked destruction of the right petrous ridge. 
A biopsy of the mass in the external canal was reported % 
granulation tissue showing acute and chronic inflammation. 
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On July 10, 1951, a right radical mastoidectomy was per- 
formed. The tumor mass was found to arise from the dome of 
the jugular bulb and entirely fill the middle ear cavity. There 


was extension into the antrum and a defect in the facial canal at 


the “knee” that measured 3 by 1 mm. Marked hemorrhage was 
encountered during surgery and was uncontrollable, except by 


packing: however, the greater part of the mass was removed and 


Fig. 3.—Section through tumor in case 2, demonstrating the high 
vascularity, the single-cell thin vessel walls, and the nests of cells with 
hyperchromatic nuclei. 


reported as nonchromaffin paraganglioma (fig. 3). The post- 
operative course was uneventful. The patient was placed on deep 
x-ray therapy, receiving a total tumor dose of 3,990 r. The cavity 
healed in a slow but normal fashion. Six months postoperatively, 
in addition to complete obliteration and lack of evidence of recur- 
rence of the tumor, the operative cavity was well epithelialized. 
Repeat views of the base of the skull revealed marked scarring 
and sclerosis of the petrous bone. The facial paresis had improved 
markedly, and the patient was well able to perform all normal 
facial movements, including whistling. 


Case 3.—A 50-year-old white female factory worker, a private 
patient, was in good health until 1938, never having had ear 
trouble before. At that time she went swimming, and immediately 
thereafter a discharging left ear developed. This was treated by 
her local physician for one year with methylrosaniline chloride 
(gentian violet), powders, and ear ointments, and was reported to 
be a fungus infection. Gradually during this period she noticed 
a swelling around the left eye and below the left ear. A facial 
paralysis slowly appeared on the left. 


The patient then consulted an otologist, who finally attempted 
a radical mastoidectomy in 1939. This was stopped without 
completion because of the abnormal hemorrhage from the middle 
ear. The ear wound was closed and a general surgeon called to 
ligate the carotid artery. First, the external carotid artery was 
ligated with no cessation of hemorrhage from the ear canal; then 
the internal jugular vein was interrupted, then the internal carotid 
artery, and finally the common carotid artery—all without effect 
on the bleeding. The ear was packed tightly, and later approxi- 
mately 100 r of x-ray therapy was given the area. The wound 
healed, and the patient was discharged from the hospital after 
six weeks. 

Following this surgery the patient noticed a thin discharge 
from the ear, a left-sided earache and headache, an itching in the 
ear, and a throbbing, pulsating noise. She consulted a variety of 
physicians, chiropractors, and herbalists during the subsequent 
tight years, without relief. Finally, in February, 1951, a physician 
decided that the ear needed opening and attempted a paracentesis 
of what was thought to be tympanic membrane. A hemorrhage 
resulted, and the patient went to the hospital. She was studied 
by the otologists and the tumor board at the hospital, who finally 
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decided against any therapy, as the condition was too dangerous 
to operate. The patient was never able to hear in the left ear after 
the attempted myringotomy. 


On Sept. 8, 1951, the patient was seen by one of us (R. T. B.) 
at the Beverly Hills Clinic, and found to have a left seventh and 
eighth cranial nerve paralysis. There was a 2 cm. spherical, 
bluish, pulsating mass protruding from the left external auditory 
meatus with a diffuse pulsating area anterior and inferior to the 
auricle. Large venous channels were seen through the rather taut 
overlying skin. There were the postauricular and cervical scars 
from the previous surgery. Audiometry showed a left conductive 
loss of 80 db., ear culture yielded only Staph. aureus, and 
temporal bone x-rays demonstrated a large defect in the petrous 
tip with erosion of the middle ear and antrum. There was little 
or no sclerosis. 

On Sept. 24, 1951, the left temporal bone was exposed through 
an endaural incision. An attempt was made to lessen bleeding 
by packing off the lateral sinus above and below and using 
epinephrine-saturated packs. Nevertheless, there was a profuse 
blood loss necessitating 2,000 cc. whole blood transfusions. The 
mastoid and middle ear were cleaned of the granulomatous-like 
material but had to be left incomplete when a sharp hemorrhage 
commenced from the eustachian tube area. The wound was 
packed with iodoform gauze and was left in place for 10 days. 
The cavity has subsequently partially granulated in. The patholo- 
gist’s report was a tumor of the glomus jugularis, said to be 
typical of carotid-body neoplasms. 

Since then, the patient has had less earache and discharge, but 
the throbbing persists. The facial paralysis bothered her in her 
work, and a plastic repair was performed on Feb. 23, 1952. She 
is now working daily and is relatively comfortable without evi- 
dence of recurrence. 


SUMMARY 

Three cases of nonchromaffin paraganglioma of the 
temporal bone are herein recorded. One patient had a 
homolateral tumor of the carotid body as well. Also, in 
one case the middle ear tumor was not associated with 
the jugular vein. Two had been previously operated on 
without establishing a diagnosis. All are living and well, 
even though one has had symptoms for 20 years. 

It is felt that there are many more such cases unre- 
ported, which have been unrecognized or improperly 
diagnosed histologically, and that these neoplasms are 
not as uncommon as suspected. 

A review of the literature, combined with previous 
experience with carotid body tumors, indicates that sur- 
gery is the preferred treatment. Because they, with rare 
exception, arise from the adventitia of the jugular bulb, 
total exenteration is often difficult; however, the cases 
reported suggest that surgery at an early stage can be 
completely curative. 

CONCLUSIONS 

1. The general term nonchromaffin paraganglioma is 
to be preferred, inasmuch as all tumors of the carotid 
body, jugular body (glomus jugulare), and other glomus 
bodies are of the same type. 

2. Treatment of these neoplasms is primarily surgical 
with no demonstrable benefit experienced with radiation 
therapy. 

3. These neoplasms are generally benign in nature 
(approximately 4% of reported cases have had metas- 
tases) but malignant in location, causing an erosion of 
the floor of the middle fossa. 

9754 Wilshire Blvd. (Dr. Barton). 








Total gastrectomy is being reported frequently in the 
literature from the various parts of the country. This pro- 
cedure is being used primarily for malignant lesions, and 
the facility with which this operation is being performed 
has resulted in improving the percentage of operability 
for cancer of the stomach. With the advent of proper 
blood replacement, antibiotics, improved fluid-balance 
studies, and better surgical techniques, many patients 
who were previously considered inoperable are now 
treated with total gastrectomy. Reports from various 
clinics show a constant reduction in the mortality rates 
as compared with the early results of total gastrectomy ' 
and reveal that the procedure is frequently life-saving in 
cases of malignant lesions of the stomach. Since the pro- 
cedure has become more prevalent, total gastrectomy for 
all malignant lesions is being more frequently encour- 
aged. Results have been particularly good in such malig- 





A, preoperative and B, postoperative views in case of colon transplant. 


nant lesions as leiomyosarcoma, which, while malignant. 
shows a much better rate of cure than carcinoma. 

The technical aspects of total gastrectomy have been 
carefully studied, but there have been few follow-up 
studies of the physiological effects of total gastrectomies. 
Paulson, at the 1951 Section of Gastroenterology of the 
American Medical Association Annual Session,’ re- 
viewed 50 cases studied and called attention to the physi- 
ological problems that these patients encountered follow- 
ing conventional total gastrectomy. He divided these 
effects into the mechanical, functional, metabolic, hema- 
tological, and inflammatory factors influencing the well- 
being of the patient. MacDonald, Ingelfinger, and Beld- 
ing * carefully studied three patients surviving 3, 5, and 





Read before the Section on Gastro-Enterology and Proctology at the 
10ist Annual Session of the American Medical Association, Chicago, 
June 10, 1952. 

Dr. K. C. Sawyer, Dr. George Wolgast, and Dr. Carl Sunderland 
were the operating surgeons in some of the cases presented and allowed 
us to study their cases for inclusion in this series. Dr. Fred Good per- 
formed the surgery in the case report. 
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10 years, respectively, after total gastrectomy. In this 
study, they noted problems related to glucose metabo. 
lism, with early hyperglycemia and late hypoglycemia 
There was also some impairment of fat absorption, with 4 
delay in the absorption time in all cases. They hypothe. 
sized that the delayed fat absorption was due to mechan. 
ical dysfunction, related to dilatation of the small bowel 
or to the rapid transit of fat through the small intestine 
In this rapid transit through the small intestine, the bolys 
would precede the biliary and pancreatic secretions, thys 
allowing only a short stretch of small bowel to be exposed 
to properly digested fats. Nitrogen metabolism was not 
significantly impaired in the patients reported in this 
series. In addition, Farris, Ransom, and Coller * have re- 
ported follow-up studies on patients with total gastrect- 
omy, in which they also showed that, in their patients, the 
protein and fat digestion was essentially normal. The 
typical abnormal glucose reactions occurred, and very 
frequently an iron deficiency type of anemia developed 
in the patients. In general, then, most authors agree with 
regard to mechanical disturbances, disturbed glucose 
metabolism, delayed fat absorption, and iron deficiency 
types of anemia following the usual total gastrectomy. 
In a few instances, in patients observed over a longer 
period of time a pernicious type of anemia has developed 
and most reported patients have not maintained their 
average weights. 

Ransom reported on 68 patients who underwent total 
gastrectomies (6 of whom had benign lesions), of whom 
54 survived surgery. Three of the patients with malignant 
lesions have been considered cured for five years, and 
all of them are able to lead fairly normal lives. In the six 
cases of benign lesions, there was one postoperative 
death, one poor nutritional result, and two excellent 
long-term results. The impact of this extensive surgery is 
manifested in Ransom’s comment regarding juxta- 
esophageal ulcers, when he states that “it seems unneces- 
sarily dangerous in its effect, to sacrifice the entire 
stomach for a non-malignant lesion.” This comment ex- 
presses the concern many physicians feel in relation to 
the procedure of total gastrectomy. Many of the patients 
who have had total gastrectomy have been cured of seri- 
ous disease; nevertheless, the immediate mortality is high 
and many of the patients who undergo this surgery be- 
come cripples from the standpoint of poor nutrition. For 
this reason, the extensive operation is not generally 
conceded to be a good procedure for benign lesions and 
has been reserved, in most instances, for treatment of 
carcinoma of the stomach. In reviewing any large series 
of total gastrectomies, however, patients are frequently 
reported on who, unexpectedly, have been found to have 
benign lesions. In these patients, a procedure that will 
afford adequate nutritional opportunity is of the greatest 
importance. If total gastrectomy offers the hope of curt 
in a higher percentage of cases of malignant lesions, pro- 
cedures that improve the postoperative mechanics of the 
digestive tract will be welcomed. 
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Various methods have been attempted surgically to 
improve the postoperative physiology of the gastrointes- 
tinal tract following total gastrectomy. Of especial in- 
terest to the purposes of this paper has been the use of 
the ileocolic segment as a replacement organ following 
total gastrectomy. This procedure has been brought into 





TaBsLe 1.—Total Gastrectomy in Twenty-four Patients 
Procedure 
ve — ‘ 
Esophago- Esopha- Colon 
No. of duode- gojeju- Trans- 
Diagnosis Patients nostomy nostomy plant 
CarciNOMB .occcccccrcccocce 17 2 11 4 
Benign polyposis.........+.+ 1 os on 1 
Gastrie uleer, benign........ 4 1 ) 1 
Postoperative, subtotal.... 1 1 
Polyadenosis en nappe..... 1 1 


consideration recently by Lee * and Hunnicutt,° who in 
1949 and 1950, working separately, successfully per- 
formed this procedure on human patients. Their results 
are encouraging from the viewpoint of the physiological 
results obtained in their patients and in the relatively 
uniform early return to normal eating habits. Szilagyi * at 
Henry Ford Hospital recently reported similar results in 
three cases. Theoretically, this procedure should, when 
successful, provide the patient with a more natural 
digestive function and give the digestive secretions a 
better chance to function properly, with relation to 
ingested food material. 

In general, the reports in the literature outline the 
defects of total gastrectomy from the standpoint of the 
mechanics, the disturbed glucose metabolism, the poor 
weight gain, and the slowing-down of the absorption of 
fat. My experience with total gastrectomy agrees with 
these observations, but the final results as to cure of 
malignancies are not so encouraging as even the rather 
pessimistic results published in the literature. Most of the 
reports in the literature originate from single institutions, 
where the same group of surgeons, and frequently sur- 


TABLE 2.—Results of Total Gastrectomy in Seventeen Patients 
with Carcinoma 


Death 
Death Living, Dueto 
Death Due to with Mal- 
No.of in Hos- Carci- Reeur- nutri- 


Procedure Patients pital noma rence tion 
Esophagoduodenostomy... 2 1 oe ee 1 
(after 
6 mo.) 
Esophagojejunostomy*... 11 7 1 1 1 
(6 mo.) (after 
2 yr.) 
Colon transplant t......... 4 1 oe 1 
(6 mo.) 
(8 mo.) 


* One patient is living in a very poor nutritional state and may have 
Tecurrent carcinoma. 
t One patient died of unrelated causes six months postoperatively. 


gical teams, are performing all the procedures. In order 
to evaluate my experiences with total gastrectomy, I am 
reporting on 24 patients, 18 of whom had total gas- 
trectomies with the performance of either an esoph- 
agoduodenostomy or an esophagojejunostomy and 6 
patients who had total gastrectomies followed by a 
procedure replacing the gastric reservoir with a segment 
of colon. In five instances the cecum was used as the 
replacement organ, and in one instance the cecum con- 
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tained a second primary carcinoma, which was resected, 
following which a portion of the transverse colon was 
utilized as the gastric substitute. 


MATERIALS 

Table 1 contains a summary of the 24 cases of total 
gastrectomy studied. These procedures were done by 
eight well-qualified surgeons. Nine were private patients, 
and 15 were Veterans Hospital or teaching hospital pa- 
tients. Six of the 24 patients were proved to have benign 
lesions. 

Table 2 indicates that in 17 patients with carcinoma, 
for whom total gastrectomy was performed, only 1 
patient at the present time has an opportunity for a cure, 
and the outlook for that patient is not very encouraging 
at this date. Of the patients who died, there were three 
in whom no evidence of carcinoma or carcinomatous 
metastases could be found at postmortem examination. 
These three patients could possibly have been saved if 
in one instance the procedure had been successful from 
the standpoint of early postoperative management and 
in two instances from the standpoint of nutrition. In this 
group, therefore, the best possible results would have 
yielded a cure in only 4 of 17. 


TABLE 3.—Results of Total Gastrectomy in Seven Patients 
with Benign Lesions 


Hos- 
No.of pital Results of Good 


Diagnosis Patients Deaths Malnutrition - Results 
CD Tis eh oes anscdsceccess 4 2 1 dead 
in 6 mo. 
1 living 
Polyadenosis en nappe......... 1 a ee 
EY Scebat Sean siescsanerns 1 ss pes ie 1 
Postgastrectomy problem...... 1 me ees 


In the cases of benign lesions (table 3) in this series 
the results are very poor, since five hospital deaths oc- 
curred among seven patients operated on for benign 
lesions. Five of these seven benign lesions were believed 
at surgery to be malignant. One patient is alive at the 
present time and is having a very difficult time from the 
standpoint of nutrition. One patient is living and well 
and apparently in excellent health. 

The best results, from a medical standpoint, as far as 
the postoperative nutritional problems are concerned, 





1. Lahey, F. H., and Marshall, S. F.: The Surgical Treatment of 
Peptic Ulcer, New England J. Med. 246:115, 1952. Pack, G. T.; 
McNeer, G., and Booker, R. J.: Principles Governing Total Gastrectomy: 
Report of 41 Cases, Arch. Surg. 55: 457, 1947. Ransom, H. K.: Experi- 
ences with Total Gastrectomy, South. Surgeon 14: 801, 1948. Walters, W.; 
Gray, H. K.; Priestly, J. T., and Waugh, J. W.: Report on Surgery of the 
Stomach and Duodenum for 1950, Proc. Staff Meet., Mayo Clin. 27: 39, 
1952. 

2. Paulson, M.: Syndrome Following Human Total Gastrectomy, read 
before the Section of Gastroenterology and Proctology of the American 
Medical Association, Atlantic City, N. J., June 13, 1951; abstracted, Peptic 
Ulcer, Clinical Aspects, Diagnosis, Management, Sandweiss, D. J., editor, 
Philadelphia, W. B. Saunders Company, 1951. 

3. MacDonald, R. M.; Ingelfinger, R. J., and Belding, H. W.: Late 
Effects of Total Gastrectomy in Man, New England J. Med. 237: 887, 
1947. 

4. Farris, J. M.; Ransom, H. K., and Coller, F. A.: Total Gastrectomy: 
Effects upon Nutrition and Hematopoiesis, Surgery 13: 823, 1943. 

5. Lee, C. M., Jr.: Transposition of a Colon Segment as a Gastric 
Reservoir After Total Gastrectomy, Surg., Gynec. & Obst. 92: 456, 1951. 

6. Hunnicutt, A. J.: Report on 7 Cases to Western Surgical Meeting, 
to be published. 

7. Szilagyi, D. E.; Connell, T. H., Jr., and Fallis, L. S.: Observations 
on Transposition of the Ileocolic Segment as a Food Pouch After Total 
Gastrectomy, in American College of Surgeons: Surgical Forum, Phila- 
delphia, W. B. Saunders Company, 1952, pp. 62-68. 








624 TOTAL GASTRECTOMY—McGLONE 


were obtained in the group who had the colon transplant 
procedure done (table 4). The four patients who sur- 
vived surgery were in excellent spirits and health for the 
first few months. They had normal eating habits and 
normal bowel habits, which insured a rapid and excellent 
weight gain. This gain and improvement has been main- 
tained in the one patient who had a benign lesion. One 
patient died seven months postoperatively with a recur- 
rence and metastases of the carcinoma. In one patient, 
after a period of two and a half months of rather spec- 
tacular improvement, a renal carbuncle developed, 
followed by a volvulus of the jejunum; the patient died, 
and postmortem examination revealed the volvulus of 
the jejunum as the cause of death. One patient, in whom 
a portion of the transverse colon was used for a trans- 
plaut in place of the cecum, has had postoperative 
symptoms and findings very similar to those of the patient 
with an esophagojejunostomy. These findings have con- 
sisted of an inability to gain weight, inability to eat 
sizable meals, and a grossly abnormal glucose tolerance 
curve, with a blood sugar of 33 at three hours and a high 
blood sugar of 256 one half hour after ingestion of glu- 


TaBLeE 4.—Results of Colon Transplants in Six Patients* 


Hos- Early Post- Glucose 
No.of pital operative Weight Metab- 
Diagnosis Patients Deaths Course Gain olism 
Carcinoma 4 1 Good 6.8 kg. Abnormal 
in 2 in 2 mo. in 1 
Fair 5.4 kg. Normal 
inl in 6 wk. in 2 
- 1.3 kg. 
in 3 mo. 
Postgastrectomy 1 . a Oe oe ne, ee 
cachexia 
Polyposis 1 oe Good 15.9 kg. Normal 
in 1 yr. 





*In no patient was fat metabolism markedly disturbed; nor did 
diarrhea develop in any patient. One patient showed marked increase 
in undigested food in stool. 


cose. Of most interest in this group is one patient who 
had a definite indication for total gastrectomy for a 
benign lesion and who has been observed for one year 


postoperatively. 
REPORT OF CASE 


A man, aged 38, was well until the spring of 1951, when he 
noticed some upper abdominal pain and a 2.3 kg. (5 lb.) weight 
loss. Suddenly in May, 1951, he had a massive hemorrhage, 
which necessitated numerous transfusions. Gastrointestinal roent- 
genograms revealed a polypoid lesion in the antrum. Gastric 
analysis revealed achlorhydria. At gastroscopic examination, the 
antral lesion was observed, and it appeared to be benign poly- 
posis. At the time of gastroscopy, there was no bleeding from 
the antral lesion. A small area of the fundus appeared quite 
normal. Near the cardia there was another nest of polyps, which 
appeared to have a broad base and which bled freely during the 
gastroscopic examination. At exploration, the patient was found 
to have polypoid lesions in the antrum and in the cardiac portion 
of the stomach. These appeared grossly benign, but they had a 
broad base and showed some necrosis of the surface; the surgeon 
felt it advisable to perform a total gastrectomy. The patient’s 
colon had been prepared with aureomycin, and the cecum was 
brought up and transplanted to replace the stomach. The terminal 
ileum, cecum, and a few inches of ascending colon were mobi- 
lized, and the terminal ileum was anastomosed to the esophagus, 
leaving the cecum as the replacement organ in place of the 
stomach. The ascending colon was anastomosed to the duo- 
denum, and an ileocolostomy was performed. 

The immediate postoperative course was uneventful; the 
patient began on the fifth postoperative day to take solid food. 
By the 10th day, he was ready for discharge from the hospital. 








J.A.M.A., Feb. 21, 1953 


During the hospital stay and the entire postoperative convales. 
cence the patient had no real digestive complaints. During the 
subsequent 10 months, he had an excellent appetite and gaineg 
15.9 kg. (35 Ib.). For the first three or four months he had an 
occasional spell of dysphagia, but this has entirely disappeared. 
He has one or two normal bowel movements a day and no food 
intolerance. He has had no medication and no special diet, byt 
he has eaten frequently. There has been no development of 
anemia. Bone marrow study reveals normal-appearing bone 
marrow. A glucose tolerance curve was normal, showing a peak 
of 181 mg. and 85 mg. at the end of four hours. Gastric analysis 
revealed no free hydrochloric acid, and a culture taken from the 
colon transplant on each occasion has grown Escherichia colj, 
Sedimentation rate, serum proteins, and prothrombin time are 
all normal. Stools have not shown an excess of fat, and no up. 
digested food has appeared in the stools. 

A gastroscopic examination was performed in March, approxi. 
mately 10 months postoperatively. The gastroscope was intro. 
duced to its full depth, and the distal portion of the pouch had 
very much the appearance of the normal pylorus; the newly-made 
antrum, however, contained numerous circular muscular fibers, 
similar to the musculus sphincter antri. The body of the trans. 
planted cecum appeared very much like the anterior wall of an 
inflated normal stomach. The normal rugal pattern usually seen 
was not visualized. There were mass contractions that could be 
seen to start in the region of the antrum; very soon thereafter 
the entire picture would black out, indicating a contraction of 
the entire cecum around the gastroscope. These contractions 
were quite forceful and could not be erased by inflation with the 
bulb. They did not last long and occurred about 10 per minute, 
There were no erosions, and a slightly excessive amount of thick 
mucous secretion appeared on the wall of the artificial stomach. 
The color and the general appearance of the mucosa were not 
unlike that of the gastric mucosa, but the worm-like rugal pattern 
was missing. The patient is very cheerful; he is working at his 
original occupation and is in good health. 


COMMENT 

The problem of total gastrectomy presents many inter- 
esting facets. In the first place, it is primarily a procedure 
for carcinoma of the stomach, and it is in carcinoma of 
the stomach that real benefit can be obtained. The pro- 
cedure carries a high mortality and a high morbidity, but 
it still is the best treatment available for many gastric 
lesions. In my experience, however, the standard pro- 
cedure for total gastrectomy has not been very satisfac- 
tory, even when successful in eradicating the primary 
lesion. For this reason, I have looked with great interest 
on the procedures of transplanting the colon to create a 
new stomach. My experience with six cases has indicated 
many favorable aspects of this procedure, probably based 
on the fact that mechanically the digestion is more nearly 
normal following this procedure than after the usual 
gastrectomy. The x-ray photographs (see figure) illus- 
trate that the newly-formed “stomach” does act as a 
reservoir. Also, since there is a direct continuity, the food 
receives the proper admixture at the proper time, with 
the digestive secretions from the gallbladder, pancreas, 
and small intestine. The motility pattern in the small 
intestine also seems to be more nearly normal than is the 
situation following an esophagojejunostomy. The transit 
time through the intestinal tract is much more rapid in 
the esophagojejunostomy than in the cecal transplant. 
My experience with the one patient with a colon trans- 
plant, using the transverse colon, has not been so success- 
ful as with the cecal transplant. The colon does not seem 
to retain the food as long, and the entire motility of the 
gastrointestinal tract in this one case is markedly in- 
creased, with the resultant adverse effects on nutrition. 
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This patient, as mentioned previously, had an abnormal 
glucose tolerance curve, showing a blood sugar of 256 
in one-half hour and 36 at the end of three hours, at 
which time the test had to be discontinued because of the 
shock-like reaction of the patient. 

Based on limited experience, it is felt that the pro- 
cedure of colon transplant is worthy of further trial. 
Farly results suggest an improvement in the digestive 
function and a lessening of many side-effects of gastrec- 
tomy. The procedure is still primarily useful only in 
malignant lesions of the stomach. There are rare instances 
in which a nonmalignant lesion requires total gastrec- 
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tomy, and certainly in these patients the procedure that 
offers the most promise of giving a good nutritional result 
is indicated. 

SUMMARY AND CONCLUSIONS 


Twenty-four cases of total gastrectomy for varying 
lesions are discussed. The results have not been encour- 
aging, either from the standpoint of good postoperative 
results or in the cure of malignant disease. The more 
favorable postoperative course has been seen in the 
small number of patients in whom a cecal transplant has 
been used. 


1820 Gilpin St. 





NEED FOR AGGRESSIVE THERAPY IN MASSIVE UPPER GASTRO- 
INTESTINAL HEMORRHAGE 


Burrill B. Crohn, M.D., New York 


It is becoming increasingly clear that a completely pas- 
sive attitude toward upper gastrointestinal bleeding is no 
longer tenable. The older approach of expectant opti- 
mism, bed rest, starvation, and sedation seems inadequate 
in the face of massive and continuing hemorrhage. 

I am concerned in this paper primarily with the de- 
velopment of the concept of the direct control of massive 
bleeding of peptic ulcer origin, but the recent parallel 
development of an aggressive attitude toward massive 
bleeding of esophageal variceal origin illustrates the same 
theme. A variety of surgical attacks are currently being 
investigated to assess their importance in preventing sub- 
sequent hemorrhage: portacaval shunt as developed by 
Blakemore, mediastinal packing as suggested by Garlock 
and Som, and transesophageal ligation of veins as prac- 
ticed by Crile are currently being employed. At the same 
time a direct approach towards control of active bleeding 
in a patient with varices has been made by attempting to 
compress these veins by direct pressure. The triple lumen 
tube devised by Sengstaken and Blakemore ' for balloon 
tamponade appears to be a major contribution to the 
management of these desperately sick persons. 

In evaluating the over-all picture in bleeding peptic 
ulcer, one may consider the fact that the mortality from 
bleeding ulcer at the Mount Sinai Hospital of New York 
City was 4.2% during the period 1915 through 1925,’ 
6.5% during the years 1925 to 1937,° and 6.3% during 
the decade 1939 to 1948.* These figures, which seem 
gratifyingly low, are typical of the results that have been 
reported from many different medical centers and from 
many countries. They have also given rise to a compla- 
cent attitude, which cannot endure critical scrutiny. If 
the patient with massive hemorrhage, and especially the 
patient over 50 years of age, is considered, the situation 
is far from satisfactory. In 2,800 cases of severe bleeding 

lin persons of all ages collected from the literature the 
mortality was 10.3% (table 1). If it is also realized that 
during the last three decades the use of intravenous fluids 
was introduced, the free-feeding regimen was added to 
the therapeutic armamentarium, and these years wit- 
nessed the development of the blood bank and the liberal 
\use of whole blood transfusion, then it must be concluded 


that there is no room for complacency regarding the fate 
of the bleeder. Progress in the conservative medical man- 
agement of these patients has not been spectacular. Yet 
the development of surgical care in general during the 
same period has indeed been remarkable, based on better 
physiological understanding of pre and postoperative 
care, advances in anesthesia, and the judicious use of anti- 
biotics. These advances, coupled with the emergence of 
a new attitude by some courageous surgeons towards the 
definitive control of peptic ulcer hemorrhage by a direct 
surgical attack, call for a serious reevaluation and re- 
examination of the premises on which the current wide- 
spread conservative management rests. 


CRITERIA FOR CLASSIFYING HEMORRHAGE 

Bleeding from an ulcer may vary from occult bleeding, 
detectable by chemical means, to manifest bleeding, 
demonstrable as a tarry stool or moderate hematemesis, 
to gross and massive hemorrhage. Obviously the evalu- 
ation of the existing statistical literature depends on the 
formulation of adequate criteria for classifying the sever- 
ity of hemorrhage. Hemorrhage has been graded on the 
basis of one to four plus °; as slight, intermediate or mas- 
sive*; and by some authors as moderate, severe compen- 
sated, severe uncompensated, or exsanguinating.’ Since 
mild or moderate hemorrhage requires simple treatment 
and is accompanied by almost no direct mortality, all 
investigators have now agreed to concentrate their atten- 
tion and statistics on severe, massive, or exsanguinating 
hemorrhage. Only in this group is there great responsi- 
bility in the choice of treatment and grave threat to the 
survival of the patient. 

By including all hemorrhage cases in one category, one 
can draw a specious picture of optimism and success with 
any method of therapy. By excluding the mild cases and 
analyzing only the cases of massive hemorrhage, the pic- 
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ture becomes more doleful. Actual evaluation of existing 
reports is made difficult by differences in grading hemor- 
rhage and by failure to differentiate the variety of clinical 
disorders included under the heading of bleeding. Hemor- 
rhage due to carcinoma, varices, hernia, and gastritis 
must be clearly differentiated, and even within the cate- 
gory of peptic ulcer, gastric and duodenal ulcers should 
be distinguished. For the present analysis, only massive 
hemorrhage that is accompanied by shock and lowering 
of the red blood count to 3 million or less and the hemo- 
globin to below 7.5 gm. per 100 cc. is considered. 


INCIDENCE OF HEMORRHAGE 


Hemorrhage from peptic ulcer occurs as a compli- 
cation in approximately 25% of ulcer cases. It may occur 
in patients of any age, though the incidence is greater 
in the later decades. Hemorrhage from duodenal ulcer 
occurs approximately four times more frequently than in 
gastric ulcer cases, but since that is also the relative 
incidence of duodenal to gastric ulcer, it is apparent that 
both types of ulcer have an equal tendency to hemor- 
rhage. Hemorrhage as a first symptom of ulcer occurs in 
16.2% * of cases. Men are twice as prone to have hemor- 
rhage as women; again this may be explained by the 
greater incidence of duodenal ulcer. Hematemesis alone 
is commoner with gastric ulcer, and melena alone is more 
frequent with duodenal ulcer; the gravity of the prognosis 
in the latter group of cases is greatly increased by the 
presence of hematemesis, since the mortality of melena 
alone is moderate. 

The first hemorrhage is likely to be the severest and is 
attended with the highest mortality. Subsequent massive 
hemorrhages may occur in from 60% ° to 74% *° of the 
patients, though recurrent hemorrhages are less likely to 
threaten life. The greatest incidence of hemorrhage takes 
place in the fall months, possibly because of the occur- 
rence of upper respiratory infections at this season of the 
year.! Arterial hypertension plays a small role in hemor- 
rhage and has no direct effect on mortality; the mortality 
rate was 15% in cases with or without hypertension in 
a carefully studied group of patients both over and under 

50 years of age.*? 


MORTALITY OF ULCER HEMORRHAGE UNDER 
CONSERVATIVE THERAPY 


In assessing mortality rates in bleeding ulcer, all 
deaths during ulcer hemorrhage should be included; the 
tendency to “correct” mortality statistics by excluding 
deaths due to concurrent disease or cardiovascular or 
other fatal incidents is pernicious. If a patient is admitted 
for gastric hemorrhage and dies of coronary thrombosis 
or cerebrovascular accident during the course of the 
hemorrhage, the death should be included in the series as 
directly attributable to anoxemia and vascular reactions 
caused by the bleeding episode. It is probably true that 
in most cases at autopsy the bleeding vessel has been 
covered by a firm thrombus and is probably no longer an 
open focus of exsanguination. It is well established that 
death may frequently be due to dehydration and electro- 
lyte imbalance or to cerebral or coronary thrombosis. 
Yet this is no reason for excluding such deaths from 
fatalities due to hemorrhage. “Corrected” statistics are 
misleading in this context. 
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The mean mortality for hemorrhage of ulcer Origin 
under conservative therapy is 9% , according to statistics 
collected from the literature by Holman. The more re. 
cent mortality rates of moderately severe hemorrhage 
treated by medical means, after a most critical analysis 
show a mortality of 5 to 9% (average rate 6.9% ) i. 
large series of well-controlled groups (table 2). If only 
cases of true “massive” hemorrhage are considered, the 
mortality rate under conservative therapy may range as 
high as 29%, with an average rate of 10.3% in 2,875 
cases selected by us from available data (table 2), The 
mortality from hemorrhage is almost twice as high ip 
gastric ulcer as in duodenal ulcer (table 3). 7 

Sex has been considered to have marked statistica| 
significance in estimating the prognosis in massive 
hemorrhage. In a group of 216 patients studied for 10 
years at the Mount Sinai Hospital * there were 35 fe. 
males, none of whom succumbed to hemorrhage. This 
may have been purely fortuitous, for the statistics in the 
literature do not bear out this experience. Ivy * has con- 
cluded that a bleeding ulcer is only slightly although 
significantly more hazardous in men than in women (of 
3,877 males who bled, 10.6% died, and of 1,376 females 
who bled, only 8.3% died). 

Hematemesis alone always carries a higher mortality 
rate, as first pointed out by Meulengracht. Recently 
Welch reported a mortality for hematemesis of 20% as 
compared with only 4% for melena alone. 

Age is of course a well-known factor in determining 
mortality from hemorrhage. Below 45 years of age the 
rate of loss is low; above 45 or 50 years the fatality 
percentage is materially increased. In massed statistics 
the mortality rate below 40 years of age is 4.3%, above 
45 years 15.1%, and above 50 years 15.4%. The mor- 
tality rate rises, so that between 50 and 60 years it is 
18.4%, between 60 and 70 years 20.7%, and between 
70 and 80 years 25.0% (Ivy *). 

The nonprotein nitrogen level of the blood has been 
stressed as an index of the gravity of hemorrhage, and 
the curve of rise as an index of mortality. In the experi- 
ence of Schiff and Stevens ** no rise of blood urea nitro- 
gen occurred in nonfatal cases. When the urea nitrogen 
was above 60 mg. per 100 cc., death occurred in five of 
nine cases. With levels of 100 mg. and over four of five 
patients died. My own experience does not indicate a 
very high degree of correlation between the blood urea 
nitrogen level and the ultimate outcome. 


RESULTS OF FEEDING DURING HEMORRHAGE 


The introduction by Meulengracht in 1933 of early 
liberal feeding for bleeding ulcer represents one of the 
advances of recent years. This was regarded by the older 
school of clinicians as a very radical departure, since 
prolonged starvation and rest of the bleeding stomach 
and duodenum were the accepted practice of that day. 
Meulengracht fed his hemorrhage cases from the onset 
of bleeding and rapidly increased the dietary allowance 
until large and liberal meals were given throughout the 
hemorrhage. He was a bit more cautious in the first three 
days since he, and other clinicians, had recognized the 
first 72 hours as the “critical” period. The prognosis in 
a case can often be determined in the first three days of 
hemorrhage; deaths may take place later in the cours 
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but by the third day one knows fairly well whether one 
js dealing with a single massive exsanguinating hemor- 
rhage or with repeated recurrences of the hemorrhagic 
episode. In exercising some dietary caution in the first 
three days, Meulengracht is in agreement with most 
clinicians, but he opposed absolute starvation during this 
period. After the third day, it matters little whether food 
js given. Too many sad experiences warned against feed- 
ing during the episodes of brisk hemorrhage, in the days 
before intravenous fluids and transfusions were available. 
But the mass of statistics (table 4), if they can be ac- 
cepted, support the program of early and liberal feeding, 
since the published statistics dealing with liberally fed 
patients are so much better as to be convincing. The 
largest group, cited by Meulengracht,"* is reported to 
have a mortality rate of 2.5%. This group, however, in- 
cluded hemorrhages of all grades of severity and of all 
origins, and was not concerned exclusively with ulcer 
hemorrhage. It should be added, however, that the more 
recent experience of the Cincinnati group with severe 
massive hemorrhage indicated a hospital mortality of 
17.3% in 259 patients with bleeding ulcer treated with 
the Meulengracht regimen.*® 


RESULTS OF BLOOD TRANSFUSION THERAPY 


The rapid replacement of blood to restore circulating 
blood volume is a completely established and essential 
part of modern therapy of bleeding. The rationale of such 
therapy is firmly established, especially with the increas- 
ing demonstration that anoxemia and resulting coronary 
insufficiency results in myocardial necrosis. Master and 
co-authors have shown that, in a series of 95 gastrointes- 
tinal bleeding patients, 57% had clinical and electro- 
cardiographic evidence of acute coronary insufficiency. 
Of 22 patients who succumbed to effects of hemorrhage, 
18 showed features of coronary insufficiency.'* Yet it is 
difficult to demonstrate that the liberal use of transfusions 
has actually lowered the mortality rate of ulcer hemor- 
rhage. Our own series of cases observed from 1915 to 
1925,? before the free use of transfusions, showed a mor- 
tality rate of 4.2%. A similar survey of hospital ward 
cases observed from 1925 to 1937, when transfusions 
were freely employed, gave a mortality of 6.5% .* 

Such difficulties, however, may only reflect the inade- 
quacies of the existing clinical reports: they are no argu- 
ment against the prompt restitution of circulating blood 
volume. The fear that the transfusion will raise blood 
pressure and force out the clot is not founded in fact 
(Marriott and Kekwick ?*). Transfusions at the rate of 
480 cc. per hour have been given, and today transfusions 
under pressure or into both arms are being employed. 
The same considerations apply to the use of intravenous 
fluids. In considering the amount of sodium chloride 
being given to patients, however, it should be remem- 
bered that not all the blood lost by hemorrhage is re- 
moved immediately from the gastrointestinal tract, and 
thus there may be ample time for some reabsorption of 
sodium chloride from the intestine. 


LOCAL MEASURES 
Administration of aluminum hydroxide gel-U. S. P. 
(amphojel®*) intragastric drip as a treatment for hemor- 
thage has a few proponents. Intubation and gastric emp- 
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tying and suction are often freely used but seem danger- 
ous procedures. The use of absorbable gelatin sponge- 
U. S. P. (gelfoam*) and of buffered thrombin has been 
advocated of late.‘7 The administration of these sub- 
stances by mouth during hemorrhage is very simple and 
is often followed by cessation of hemorrhage '*; this was 
the case in a few of my recent cases, but whether this was 
merely a coincidence remains to be established. 


EMERGENCY SURGERY FOR MASSIVE 
ULCER HEMORRHAGE 


The problem of surgical interference for bleeding must 
be considered in the light of the over-all statistics, namely, 
that in spite of the best efforts of conservative therapy a 
minimum of approximately 10% of patients succumb to 
massive hemorrhage from ulcer. As early as 1918 Fin- 
sterer,’® the Viennese surgeon, proposed the application 
of radical surgical measures in an attempt to salvage pa- 
tients in whom bleeding seemed to be uncontrollable 
under conservative therapy. Finsterer carried out a direct 
surgical attack on the bleeding ulcer, the operation being 
performed within the first 24 to 48 hours of the onset of 
hemorrhage, using local anesthesia. His technical ap- 
proach varied; the operation of choice was a partial gas- 
trectomy, usually with exclusion of the duodenum or 
pylorus. At times he limited his efforts to mere ligation 
and plication of the bleeding vessel, at times to local ex- 
cision of the ulcer, and at times to tamponage of the ulcer 
with masses of gauze under pressure. His reported opera- 
tive mortality for early cases was 5%.*° It is probably 
true that in his enthusiasm he operated on patients who 
might have survived under conservative medical treat- 
ment, but his treatment of older patients with massive 
hemorrhage and his surgical results were impressive. 
With succeeding years surgeons have become increas- 
ingly bolder, until today every case of massive hemor- 
rhage, particularly those in patients over 45 or 50 years 
of age suffering from repeated rapid hemorrhage, may be 
considered a potential surgical case if the patient is seen 
within the first 24 or 48 hours after the onset of hemor- 
rhage. 

In recent years the formation in many hospitals of 
teams of internists, surgeons, anesthetists and radiolo- 
gists, alert and prepared to consider any emergency at an 
hour’s notice, has materially improved the outlook for 
grave massive hemorrhage. Such teams have published 
their results from the New York Hospital, the Presby- 
terian Hospital, Roosevelt Hospital, University of Mich- 
igan Hospital, Peter Bent Brigham Hospital, Buffalo 
University Hospital, and the Veterans Administration 
Hospitals at Roxbury, Mass., and in Louisville, Ky. It is 
important, therefore, to consider the published data on 
mortality for surgical intervention as an emergency meas- 
ure in the first 48 hours of massive hemorrhage from 
peptic ulcer. This is all the. more interesting since data 
are accumulating rapidly and a fair surmise of the risk of 
such a bold attack may now be ventured. Table 5 repre- 
sents a compilation of the last 12 years of the results of 
emergency surgery for massive ulcer hemorrhage. Such 
surgery has been done in 805 cases; a careful attempt has 
been made to check each publication in the literature and 
to accept only cases in which exploration was done during 
the first 24 to 48 hours after onset and to exclude all 
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later relatively urgent or elective surgical cases. The mor- 
tality rate for early emergency surgery varies from 0 to 
33%, with a gross average of 10%. The results are 
even more encouraging if the most recent reports from 
groups who have been perfecting their combined team 
work are considered. In their most recent series, Stewart 
and his collaborators have had a mortality rate of only 
6% for 50 consecutive cases *! in which operation was 
done. Amendola has reported one death in 38 cases, or 
a mortality of 2.6% ,** and the group at Louisville had 
one surgical death in 21 cases, (mortality 4.8% ).°* 
These figures make the risk and result of operative inter- 
ference at such a critical time and under such difficult 
conditions surprisingly acceptable. Every conservative 
internist, it seems, must hereafter take cognizance of the 
fact that the remarkable improvements in surgical tech- 
nique, safer anesthetics, rapid blood replacement during 
and after operation, and the free use of antibiotics, plus 
team work and timing, entitle the surgeon to assume a 
share of responsibility in the management of patients with 
severe bleeding. If, on the other hand, operation is de- 
layed until the second or the third week of continued 
hemorrhage, with repeated episodes of shock and pro- 
gressive anemia only partially relieved by blood and fluid 
replacement, then the late urgent operation is associated 
with a higher mortality (table 6). Figures from the litera- 
ture on late surgery show a mortality rate ranging from 
4 to 54% (average 25%); this is in contrast to the 
10.0% mortality when operative intervention is insti- 
tuted within the first 48 hours. 


TYPE OF OPERATION 
The aim of operation is control of the bleeding site and 
definitive cure of the basic ulcer disease. Subtotal gas- 
trectomy with excision of the gastric or duodenal ulcer, 
is thus the operation of choice. Unfortunately in the 
bleeding duodenal ulcer patient, the ulcer usually oc- 
cupies the posterior wall of the duodenal bulb, frequently 
penetrating the head of the pancreas and invading the 
pancreaticoduodenal artery. At best the excision of the 
bed of such an ulcer, even when hemorrhage is not pres- 
ent, is a difficult procedure. When the additional factors 
of exsanguinating hemorrhage and shock are present, the 
excision of the ulcer base, a procedure which is time-con- 
suming and often leads to postoperative leakage, is dif- 
ficult to accomplish. Hence it is apparent from the litera- 
ture that most operations are partial resections with the 
exclusion of the duodenum and the ulcer. This is known 
to be unsatisfactory and to lead to persistant or recurring 
symptoms of ulcer and of hemorrhage. Mere ligation 
of the bleeding vessels at the base of the ulcer, or ligation 
plus gastroenterostomy with or without vagotomy, or the 
Devine precedures, are all unsatisfactory (Gray and 
Sharpe **). Gordon-Taylor *° has employed various types 
of procedures, including gastrotomy, jejunostomy, and 
resection; Wangensteen *° and Stewart *' resect radically. 
Finsterer,’® Allen, Warren and Lannon,”’ and Welch ** 
practice exclusion operations rather than risk the life of 
the patient in a more prolonged procedure, or return to 
a two-stage operation of the McKittrick type at a subse- 
quent date in order to resect the ulcer proper and the 
‘duodenum. 
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All recent reports stress the fact that the stomach, py. 
lorus, and duodenum may have to be opened in order to 
accurately locate the site of bleeding. In cases of negative 
findings at emergency operations it is mandatory that a 
subtotal resection be performed. Merely to open the 
abdomen and explore, even though a gastrotomy or q 
duodenotomy is carried out, is a futile gesture and is usy- 
ally followed by repeated hemorrhages. Subtotal resec- 
tion in these cases may be curative though the source of 
the hemorrhage may never be established.*° 


EARLY DIAGNOSES FOR EARLY SURGERY 


Along with the emergence of early surgery for mas- 
sive hemorrhage has come the acute realization that an 
early definitive diagnosis must be made in cases of 
massive hemorrhage. While peptic ulcer is the commonest 
cause of massive hemorrhage, occurring in 65% or more 
of most series, other causes such as esophageal varices, 
hiatus hernia, and gastric carcinoma must be considered 
as possible diagnoses before operation may be con- 
sidered. The Hampton x-ray technique, as further elabo- 
rated by Schatzki,*° that is, the radiographic examination 
of a patient during the course of hemorrhage, is con- 
sidered safe today by many observers. The examination 
is carried out with the patient in the prone and supine 
positions, little barium being ingested, and brisk manipv- 
lations by hand or leaded glove being avoided. The ex- 
perience of Zamcheck and his co-authors *' at the Boston 
City Hospital are extremely valuable in this context. Of 
123 patients examined by x-rays during the early stage 
of massive hemorrhage, 74 were examined within 48 
hours, 19 others within 72 hours, and all others except 
16 within the first week. In 111 of 123 cases there was 
no renewal of bleeding, and no deaths could be attributed 
to emergency roentgen examination. 

This group of workers has further stressed that the dif- 
ferential diagnosis from esophageal varices must be as 
complete as possible. Accordingly they have almost 
routinely performed the sulphobromophthalein liver 
function test to aid in the diagnosis of varices associated 
with portal cirrhosis, recognizing that varices associated 
with extra hepatic portal obstruction would not be de- 
tectable by this method. 

When patients were too ill for roentgen examination, 
they performed emergency bedside esophagoscopy to 
rule out possible varices. In their experienced hands this 
maneuver was performed 50 times without death or seri- 
ous complications. They have also suggested the use of 
the triple lumen tube of Sengstaken and Blakemore with 
esophageal balloon in the attempt to localize the site of 
bleeding to either the stomach or esophagus or both. The 
use of the determination of urinary pepsinogen in sug- 
gesting or excluding duodenal ulcer as reported recently 
by Janowitz ** may also be helpful in making an early 
diagnosis in the presence of bleeding. 


CRITERIA FOR EMERGENCY SURGERY OF 
MASSIVE HEMORRHAGE 


In the light of the material presented in this discussion, 
the criteria for early surgical intervention should be based 
on the clinical data accepted as indicating massive hemor- 
rhage, a well-established, experienced, and functioning 
therapeutic team, and an adequate surgical procedure. 








es, 





Vol. 151, No. 8 


The reasonably accepted indications for operation may 
be summarized as follows: (1) establishment of a diag- 
nosis of ulcer with exclusion of esophageal varix or other 
causes of bleeding; (2) the age of the patient as 45 years 
or more; and (3) recurrent or continuing massive hemor- 
thage. < -»+ 72 hours. For the therapeutic team the 
following factors are indispensible: (1) a coordinated, 
integrated clinical and laboratory team, which includes 
internists, surgeons, radiologists, anesthetists, and clin- 
ical pathologists; (2) a well-equipped blood bank; and 
(3) highly developed operating room teamwork. The 
surgical attack should aim at the control of the bleed- 
ing site and the definitive cure of the ulcer disease by 
subtotal gastrectomy. 

Failure to observe these conditions will lead to grave 
errors, and will seriously confuse and discountenance the 
problem of evaluating the role of emergency surgery. 
Some personal experiences may illustrate this point. In 
one patient laparotomy failed to reveal the source of 
hemorrhage and an appendectomy alone was performed; 
the patient then continued to bleed for three weeks but 
fortunately survived. In another instance subtotal gas- 
trectomy was performed but the immediately succeeding 
autopsy revealed the fatal hemorrhage to have emanated 
from an undiscovered ulcer high on the lesser curvature 
of the stomach below the cardia. In still another instance 
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an inexperienced surgeon operating under inadequate 
hospital facilities was undoubtedly responsible for a 
fatality. 

SUMMARY 


The accepted conservative therapy of ulcer hemor- 
rhage of moderate severity is satisfactory and is associ- 
ated with a mean mortality of 6%. The mortality with 
medical treatment of massive hemorrhage in the later 
decades of life, after 45 or 50 years of age, is materially 
higher, in advancing years varying from 15 to 25%. In 
recent years, in spite of transfusions, blood banks, and 
free feeding, this higher death rate has shown no signs of 
being successfully or materially altered for the better. 
The establishment of “hemorrhage teams” of surgeon, 
internist, anesthetist, and radiologist has facilitated the 
establishment of early diagnosis and has encouraged a 
direct surgical attack in such chosen cases. In cases of 
hemorrhage in persons 50 or more years of age with an 
established diagnosis of ulcer, early surgery (subtotal 
resection) has been demonstrated to be possible and suc- 
cessful in large groups of cases. The mean mortality rate 
of early surgery for massive ulcer hemorrhage is 10%; 
in most recent statistics, with highly selective material 
and coordinated staff work, this mortality figure has 
been reduced to 2.6, 4.8, and 6.0%. 


1075 Park Ave. 





MANAGEMENT OF CERTAIN HYPERFUNCTIONING LESIONS OF THE 
ADRENAL CORTEX AND MEDULLA 


Randall G. Sprague, M.D., Walter F. Kvale, M.D. 


James T. Priestley, M.D., Rochester, Minn. 


Although hypofunction of the adrenal glands has been 
recognized as a Clinical entity for many years, hyper- 
function of the cortex or medulla of the adrenal glands 
has been recognized clinically and studied extensively 
from a physiological viewpoint only during the last sev- 
eral decades. Hyperfunction of the adrenal cortex without 
associated tumor occurs more frequently than hyper- 
function associated with tumor. In contrast, hyperfunc- 
tion of the medulla without tumor has not been recog- 
nized as a clinical entity. Surgical treatment of hyper- 
functioning lesions of the adrenal cortex has become 
more satisfactory and safer since cortisone became avail- 
able for preoperative and postoperative use during the 
temporary or permanent periods of adrenal insufficiency 
that may ensue. The multitude and variety of clinical 
syndromes that may result from hyperfunctioning lesions 
of the adrenal glands preclude complete discussion at 
this time. Consequently, present comments will be limited 
to one of the syndromes that results from hyperfunction 
of the adrenal cortices, namely, Cushing’s syndrome, and 
to the abnormal state that results from a hyperfunction- 
ing tumor of the medulla, namely, the state produced by 
pheochromocytoma. Clinical experience, diagnostic cri- 
teria, and physiological studies will be reviewed. In addi- 
tion, surgical procedures, preoperative and postoperative 
care, and results of treatment will be discussed. 


CUSHING’S SYNDROME 

Clinical A spects.—Appreciation of certain basic con- 
cepts and facts is essential in the management of patients 
who have Cushing’s syndrome. At the outset, it is im- 
portant that the term be reserved for patients who have 
most or all of the physical features described by Cush- 
ing ': a distinctive habitus characterized by obesity or an 
abnormal distribution of fat and wasting of muscles so 
that the face, neck, and trunk appear obese and the ex- 
tremities thin; muscular weakness; hypertension; osteo- 
porosis; amenorrhea or impotence; hirsutism and acne 
of some degree in the absence of other evidences of viril- 
ization; thin skin with distinctive purplish striations and 
a tendency to ecchymosis; and a cervicodorsal fat pad. 
The term should not be applied to obese women with 
hirsutism and menstrual abnormalities but without un- 
equivocal evidence of adrenal cortical hyperfunction. 
Some or all of the following conditions should be present: 
lymphopenia; eosinopenia; alkaline urine; hypochlo- 
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remic, hypopotassemic alkalosis; and impairment of car- 
bohydrate tolerance as demonstrated by elevated values 
of the fasting blood sugar or abnormalities of the glucose 
tolerance test. The urinary excretion of 17-ketosteroids 
may be low, normal, moderately increased, or greatly in- 
creased, depending in part on the nature of the adrenal 
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Fig. 1.—Urinary excretion of 17-ketosteroids in a group of patients 
with Cushing’s syndrome due to adrenal cortical tumor or adrenal cortical 
hyperfunction without tumor. A, preoperative values in 14 patients with 
tumor and 50 patients in whom tumor was not present. B, values at 
varying intervals after resection of one adrenal gland in 36 patients who 
had no tumor. C, values at varying intervals after completion of bilateral 
adrenal reaction in 45 patients who had no tumor and after removal of 
a tumor in 14 other patients. The range of normal values for men lies 
between the horizontal broken lines and that for women between the 
horizontal solid lines. 


lesion that is responsible for the clinical picture. Urinary 
excretion of corticosteroids (formaldehydogenic ster- 
oids) is usually, but not always, increased. 

In spite of the fact that the syndrome may be asso- 
ciated with a variety of endocrine lesions, including baso- 
philic tumor of the anterior pituitary, Crooke’s hyaline 
changes in the basophilic cells of the anterior pituitary, 
thymoma, adrenal cortical hyperplasia or tumor, and 
adrenal-like tumor of the ovary, there is, nevertheless, 
overwhelming evidence that the symptoms in all cases 
are an immediate consequence of hyperfunction of the 
adrenal cortex.* 

It must be realized that identical clinical syndromes 
may be produced by a functioning tumor of the adrenal 
cortex and by adrenal cortical hyperplasia.* Although in 
some cases the presence of a tumor may be detected by 





2. (a) Albright, F.: Cushing’s Syndrome: Its Pathological Physiology, 
Its Relationship to Adreno-Genital Syndrome, and Its Connection with 
Problem of Reaction of Body to Injurious Agents (“‘Alarm Reaction” of 
Selye), Harvey Lect. (1942-1943) 38: 123-186, 1943. (b) Kepler, E. J.; 
Sprague, R. G.; Mason, H. L., and Power, M. H.: Pathologic Physiology 
of Adrenal Cortical Tumors and Cushing’s Syndrome, Recent Progr. 
Hormone Research 2: 345-389, 1948. (c) Sprague, R. G.; Mason, H. L., 
and Power, M. H.: Observations on Pathogenesis of Cushing’s Syndrome, 
Proc. Am. Diabetes A. 10: 35-38, 1950. 

*In the discussion that follows, the term “adrenal cortical hyper- 
plasia” will be used in a loose physiological sense to designate hyper- 
functioning adrenal glands that are not the site of a tumor. In our 
experience, such adrenal glands in some patients with frank Cushing’s 
syndrome are of normal weight and definite cytological evidence of hyper- 
plasia may not be demonstrated in sections stained with hematoxylin and 
eosin. 

4. Forbes, A. P., and Albright, F.: Comparison of 17-Ketosteroid 
| Excretion in Cushing’s Syndrome Associated with Adrenal Tumor and 
| with Adrenal Hyperplasia, J. Clin. Endocrinol. 11: 926-935 (Sept.) 1951. 
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physical examination, a plain roentgenogram, urographic 
deformity, or roentgenographic abnormality after pei. 
renal injection of air or intra-aortic injection of radio. 
paque material, there are no clinical or laboratory finding, 
known today that will permit the accurate differep. 
tiation in all cases between tumor and hyperplasia 
Roentgenographic methods cannot be relied on in qjj 
cases to demonstrate the presence or absence of a tumor 
because of the small size of the tumor in some cases (as 
little as 7.25 gm. in our series). In some cases the find. 
ing of a high excretion of urinary 17-ketosteroids, with 
a high percentage of 8-17-ketosteroids, permits accurate 
diagnosis of tumor, usually malignant, in advance of sur. 
gical exploration,* and the finding of a low excretion of 
17-ketosteroids may suggest a benign tumor *; however. 
in the majority of our cases of Cushing’s syndrome with 
tumor the values for 17-ketosteroids overlap the values 
obtained in cases without tumor (fig. 1). Neither do the 
values for urinary corticosteroids (formaldehydogenic 
steroids) differ significantly in the two groups of cases 
(fig. 2). 

Thus, it is felt that the possible presence of a remov- 
able tumor of the adrenal cortex is in itself sufficient 
justification for surgical exploration of the adrenal glands 
in all cases of Cushing’s syndrome in which the condition 
of the patient permits. If a tumor is found and removed, 
remission of the syndrome occurs. In a series of cases 
without tumor, subtotal adrenalectomy has been per- 
formed with encouraging results. 

Preoperative Preparation and Postoperative Care — 
Whether a tumor of the adrenal cortex is found and 
removed or subtotal resection of nontumorous adrenal 
glands is performed, adrenal cortical function in the 
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Fig. 2.—Urinary excretion of corticosteroids in a group of patients with 
Cushing’s syndrome due to adrenal cortical tumor or adrenal cortical 
hyperfunction without tumor. A, preoperative values in 12 patients with 
tumor and 44 patients in whom no tumor was present. B, values at vary- 
ing intervals after resection of one adrenal in 31 patients in whom tumor 
was not present. C, values at varying intervals after completion of bilateral 
adrenal resection in 41 patients in whom tumor was not present and after 
removal of a tumor in 12 other patients. The range of normal values fot 
men and women lies between the horizontal solid lines. 


period immediately following the operation is likely to 
be inadequate. Following removal of a tumor from one 
side the patient is left for a time with an atrophic, hypo- 


functioning adrenal gland on the opposite side. After. 
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total adrenalectomy on one side combined with extensive 
subtotal adrenalectomy on the other side, only a small 


remnant of hyperplastic adrenal tissue remains, the func- 
tion of which may be inadequate under the conditions of 
stress following the surgical procedure. In both circum- 
stances, replacement therapy is necessary to prevent the 
early occurrence of acute adrenal insufficiency, which 
might be fatal. 

Our current preoperative preparation consists of the 
intramuscular administration of 200 mg. of cortisone 
acetate 48 hours prior to operation, 24 hours prior to 
operation, and also on the morning of the day of opera- 
tion. Although postoperative treatment varies slightly 
from case to case, cortisone acetate usually is adminis- 
tered for at least six days after operation. As a rule, 
100 mg. of cortisone acetate is given intramuscularly on 
each of the first two days after operation, 50 mg. on each 
of the next two days, and 25 mg. on each of the next 
two days. A liter of isotonic sodium chloride solution is 
administered intravenously daily on each of the first four 
postoperative days. The necessary supplemental fluid 
consists of a 5% solution of glucose given intravenously. 
This plan of treatment provides the patient with several 
times as much adrenal hormone at the time when he 
needs it as Our previous plan of therapy, which utilized 
aqueous adrenal cortical extract. As a result, acute ad- 
renal insufficiency of serious degree has occurred in only 
one case during administration of cortisone. This patient 
had unusually severe Cushing’s syndrome associated with 
large hyperplastic adrenal glands, and prior to subtotal 
adrenalectomy he manifested the highest excretion of 
urinary corticosteroids of any patient in our series. There 
has been only one hospital death since cortisone has 
been used in the preoperative and postoperative care. 

Identification of the Causative Adrenal Lesion at 
Operation.—From the viewpoint of the surgeon, it is not 
essential that it be known prior to operation whether a 
tumor is present, provided proper preoperative prepa- 
ration has been instituted and the surgeon determines 
correctly at the time of operation the nature of the ad- 
renal lesion responsible for the patient’s symptoms. The 
latter can be accomplished almost always by considera- 
tion of the appearance of the first adrenal gland that is 
exposed. No trouble is encountered in recognizing a 
tumor if one is present. If a functioning tumor of the 
contralateral adrenal gland is responsible for the patient’s 
symptoms, the first gland exposed will be atrophic. With 
experience the surgeon can recognize an atrophic gland 
from its gross appearance in virtually all cases. Removal 
of a specimen and examination of a frozen section by a 
competent pathologist may be helpful in the diagnosis 
of atrophy. Hyperplasia is less readily recognized by the 
pathologist. If, in the exceptional case, doubt exists with 
regard to the character of the gland first exposed, the 
Opposite gland should be exposed before more than a 
small specimen is removed from the first gland. If ad- 
renal cortical hyperplasia is responsible for the patient’s 
symptoms, the two adrenal glands appear to be identical 
and frequently are definitely enlarged and hypertrophic, 
although not always. Obviously, under these circum- 
stances, neither gland appears atrophic. In our experi- 
ence, hyperplasia is approximately five times as common 
as tumor as a cause of Cushing’s syndrome. 
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Surgical Procedures.—Our current practice in the sur- 
gical treatment of Cushing’s syndrome is as follows: 
Posterolumbar incisions are usually employed. If a tumor 
is found in the first adrenal gland exposed, the tumor is 
removed and nothing further is done. If an atrophic 
gland is encountered, the incision is closed after biopsy 
and the opposite adrenal is then exposed with the reason- 
able expectation of finding a tumor, which is then re- 
moved. If neither a tumor nor an atrophic gland is found 
in the first gland exposed, subtotal (85 to 90% ) resection 
of the first gland is performed. Every effort is made to 
preserve an adequate blood supply for the remaining 
portion of glandular tissue. The opposite adrenal gland 
is then exposed, and total adrenalectomy is performed 
on this side. Operation in two stages may be utilized if 
for some reason bilateral simultaneous operation is con- 
sidered inadvisable. To date we have performed bilateral 
total adrenalectomy in only one patient who had Cush- 
ing’s syndrome produced by adrenal hyperplasia. 

Results of Removal of Tumor.—The results of re- 
moval of an adrenal cortical tumor from a patient with 


Fig. 3.—Cushing’s syndrome caused by adrenocortical tumor (a rare 
occurrence in males). A, before operation. B, five and a half months after 
removal of adrenal tumor. 


Cushing’s syndrome are well known and need not be con- 
sidered in detail here. Remission of the signs and symp- 
toms of the disease gradually ensues, and recovery in 
most cases is essentially complete except for residual 
findings attributable to irreversible vascular disease in 
some cases. If the tumor is malignant and recurs fol- 
lowing its removal, the complete syndrome may again 
develop before death of the patient. Since Cushing’s 
syndrome occurs relatively infrequently in men and since 
a minority of all cases of the syndrome are due to an 
adrenal cortical tumor, it is not surprising that males 
with Cushing’s syndrome due to tumor are rarely encoun- 
tered (fig. 3). 


SUBTOTAL ADRENALECTOMY FOR CUSHING’S SYN- 
DROME IN ABSENCE OF TUMOR 
Subtotal or total adrenalectomy as treatment for Cush- 
ing’s syndrome that is due to adrenal cortical hyperplasia 
is less well known than removal of a tumor. Accordingly, 
this procedure will be considered in further detail, and 
the following comments concern only those patients who 
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have Cushing’s syndrome in the absence of tumor. The 
lack of reliable medical treatment for Cushing’s syn- 
drome, the uncertain response to roentgen irradiation of 
the pituitary, and the poor prognosis that confronts many 


of these patients without treatment, in our opinion, justi- 


TABLE 1.—Treatment of Cushing’s Syndrome by Subtotal Adrenalectomy 
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and symptoms of the disease. This has proved to be the 
case. 

Certain data in 50 cases *t of Cushing’s syndrome in 
which radical resection of the adrenal glands was per. 
formed after surgical exploration had failed to disclose. 
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Adrenal ———__~—_ 
Adrenal! Resections Tissue Lowest Last Replacement 
Age, rm —_~__—_—_—_, Removed, Pre- Available Therapy, Mg. 
Case Yr. Sex Date Type Gm. operative Reading Daily Comment 
1 29 M 8/ 7/45 L. total 20.0 175/135 118/82 Cortisone, 25 * Remission for 4 years after second operation in 
9/ 7/45 R. subtotal nike 1945; adrenal insufficiency and remission after 
10/29/49 R. subtotal 6.0 resection of hypertrophied remnant of right 
adrenal in 1949; mild pigmentation 
2 51 F 11/ 9/45 R. total ier 220/130 eee .s- waheviewtes Died 53 days after second operation; postopera. 
1/26/46 L. subtotal 4.5 tive reaction still present; acute and chron\ 
hemorrhagic pancreatitis at necropsy 
3 29 F 11/23/45 L. total 8.5 170/140 err Died 66 days after second operation; Postopera- 
8/ 2/46 R. subtotal 5.3 tive reaction and hypertension still present 
8 39 F 5/ 8/46 L. subtotal 2.5 192/110 166/110 None Remission, except hypertension and coronary 
5/22/46 R. subtotal; 13.5 sclerosis with angina; extra-adenomatous ad. 
adenoma renal not atrophic 
removed 
5 40 F 8/ 3/46 L. subtotal 6.0 170/100 152/96 None Remission; fungus infection of skin cleared 
1/14/47 R. subtotal 5.0 
6 21 F 7/ 2/47 L. subtotal 6.7 134/96 115/80 None Remission; recurrence 4 years later equivocal: 
8/20/47 R. total 7.5 moderate pigmentation 5 
7 47 F 4/ 5/37 L. hemi- 198/104 150/110 None Remission; facial hirsutism persisted 
adrenal- 
ectomy 
ll/ 5/47 L. subtotal 3.5 
R. total 8.1 
8 15 F 5/16/47 R. subtotal 140/120 120/82 None Little or no improvement; severe “‘burned out” 
11/ 5/47 L. subtotal dermatomyositis 
9 27 F 10/19/45 R. total 120/100 Re - Coewkaen Little or no improvement after first 2 opera. 
4/ 8/47 L. hemi- tions; died on day of third operation follow. 
adrenal- ing perforation of diaphragm 
ectomy 
11/ 6/47 L. subtotal 5.0 
10 39 F 7/31/46 L. total 13.0 124/88 eee Died 18 days after second operation; shock ani 
11/15/47 R. hemi- 8.0 left iliofemoral thrombophlebitis extending to 
adrenal- renal veins; hemorrhage into right adrenal at 
ectomy necropsy 
11 13 M 7/30/47 R. total 8.3 170/150 96,70 Cortisone Remission; recurrence after 3 years; remissior 
11/21/47 L. subtotal 5.2 (dose not after removal of hypertrophied remnant o/ 
known) left adrenal weighing 9 gm. (done by Dr. W 
H. Cleveland, Phoenix, Ariz.) 
12 33 F 5/14/48 R. subtotal 4.0 170/120 130/85 None Remission; pregnant in November, 1951 
10/ 7/48 L. total 14.0 
13 33 F 8/11/48 R. total 9.5 146/96 14080 eanviaaene Died of sepsis 34 days after second operation: 
11/10/48 L. subtotal 7.0 severe postoperative reaction 
14 29 F 12/ 4/48 L. subtotal 3.4 170/120 94/82 None Remission except osteoporosis 
3/15/49 R. total 6.6 
15 36 F 3/12/49 R. subtotal ii 155/110 150/100 None Remission except hypertension; removal of left 
5/27/49 L. subtotal 1.8 ovarian dermoid and multiple follicular cysts 
6/24/49 R. total = 28 months after last adrenalectomy 
16 33 F 8/ 2/49 R. total 7.2 180/120 154/126 None Remission except hypertension; left adrenal re- 
R sected elsewhere in 1946; mild pigmentation 
17 16 F 6/18/49 R. total Pre 126/90 96/70 None Remission 
9/24/49 L. total 8.5 
18 32 F 2/23/49 L. subtotal 9.0 154/120 120/85 None Remission, then recurrence 11 months after sub- 
10/13/49 R. total 8.5 total adrenalectomy; remission after irradia- 
tion to pituitary 
19 30 F 7/28/49 L. subtotal 12.0 236/156 120,80 None Beginning remission when dismissed; died at 
10/29/49 R. total eeee home 2 months after second operation; caus 
of death unknown; possible adrenal insuffi 
ciency 
20 50 M 7/23/49 R. subtotal 6.2 170/108 110/70 None Remission in June, 1950; suicide in summer, 195] 
12/13/49 L. total 10.8 
21 32 F 3/12/49 R. subtotal 4.0 160/100 126/84 None Remission; normal pregnancy 
4/ 1/50 L. subtotal 2.6 
22 16 F 3/18/50 R. subtotal 6.5 130/88 112/70 None Remission; mild pigmentation 
6/24/50 L. total 11.0 
23 834 M 8/17/50 L. subtotal 15.5 150/120 112/84 Cortisone, 25 * Remission; moderate pigmentation; pituitary 
9/ 2/30 R. total 26.5 Desoxycorticos- tumor in irradiation 
‘ terone 
acetate, 6 t p 
24 28 F 8/22/50 L. subtotal 7.5 140/105 120/90 Cortisone, 18.75* Remission; marked pigmentation 
9/ 5/50 R. total 9.1 Desoxycorticos- 
terone 
acetate, 4t 
25 18 M 9/ 3/49 R. subtotal 5.5 150/120 130/100 None Remission except mild hypertension 
i) L. total = 









* Given orally. 
+ Given buceally. 


fied our first attempts to treat the condition by subtotal 
adrenalectomy in 1945. It was reasoned that radical 
reduction of the amount of hyperfunctioning adrenal 
tissue, regardless of what the remote cause of the condi- 


tion might be, should bring about remission of the signs 






a cortical tumor, are presented in table 1. Eleven of the 
patients were males, and 39 were females. The ages 
ranged from 13 to 58 years. All of the patients pre- 
sented a combination of clinical and laboratory findings 
that warranted a diagnosis of Cushing’s syndrome. The 
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majority of them had the condition in moderately severe 
or in severe form. Hypertension of some degree was 
present in all but six cases. Of 43 patients whose glucose 
tolerance was investigated adequately, 34 had evidence 
of impaired tolerance. In one case a roentgenogram of 


TABLE 1.—Treatment of Cushing’s Syndrome 
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tion of corticosteroids (formaldehydogenic steroids) as 
determined by a modification of the method of Corcoran 
and Page ° was found to be higher than the maximal 
normal amount of 1.0 mg. per 24 hours § in all but five 
cases (fig. 2). 


by Subtotal Adrenalectomy—Continued 
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Adrenal Resections Tissue Lowest Last 
\ ——, Removed, Pre- Available 
Sex Date Type Gm, operative Reading 
F 5/31/50 L. hemi- 3.3 160/100 110/70 
adrenal- 7.2 
ectomy 2.9 
8/16/5 R. total 
10/ 6/5 L. subtotal 
L. subtotal 5. 165/100 
. total 


. subtotal 9. 180/120 
. subtotal 

. subtotal Bf 170/110 
.. total ; 
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. total $ 
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R. total 
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subtotal f 176/120 
total : 

. subtotal 5. 150/110 
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11/17/5 

11/29/5 
11/17/5 
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12/ 4/51 L. subtotal 5. 176/118 
. total 


. subtotal m 120/80 
. total ‘ 

. total ¥ 156/114 
. subtotal . 


. total 212/140 176/124 

R. subtotal t 

L. total 220/150 160/100 
. total 5 


Replacement 
Therapy, Mg. 

Daily Comment 
Cortisone, 25 * Remission; moderate pigmentation; psychosis 
Desoxycorticos- persisted after subtotal adrenalectomy; im- 
terone proved after electroshock 
acetate, 4 t 


Cortisone, 50 * Remission 
Desoxycorticos- 
terone 
acetate, 6 t 
Cortisone, 25 * Remission 
(occasionally) 
Cortisone, 50 * Remission; active pulmonary tuberculosis; heal- 
(weekly) ing 
None Remission 


Cortisone, 37.5 * Remission except mild hypertension 
None Remission 


Cortisone, 25 * Remission; mild pigmentation; acute pancrea- 
Desoxycorticos- titis 6 weeks after second operation 
terone 
acetate, 4t 
None Remission; marked pigmentation 


None Remission; slight pigmentation 


Cortisone, 12.5 * Remission; acute adrenal insufficiency pre- 
Desoxycorticos- cipitated by fracture of clavicle; mild pig- 
terone mentation 

acetate, 4 t 


None Remission except hypertension 


None Remission 


None Remission 
Cortisone, 12.5 * Remission; mild renal insufficiency 


* 


Cortisone, 25 Evidence of remission when dismissed; intra- 

Desoxycorticos- sellar or parasellar tumor in irradiation 

terone 

acetate, 2 t¢ 

Cortisone, 25 * Remission; died of hypertensive and coronary 
heart disease 4 months postoperatively 


Died 27 days postoperatively of myocardial in- 
farction and acute adrenal insufficiency; had 
diabetes requiring insulin 


None Remission except hypertension 


Cortisone, 25 * Remission except hypertension 

Desoxycorticos- 

terone 

acetate, 4 ¢ 

Cortisone, 25 * Beginning remission when dismissed; had pre- 
Desoxycorticos- viously failed to improve after irradiation to 
terone pituitary; marked pigmentation 

acetate, 4 t¢ 


Cortisone, 25 * Beginning remission when dismissed 


Cortisone, 25 * Beginning remission when dismissed 

Desoxycorticos- 

terone 

acetate, 4 t 

Cortisone, 25 * Beginning remission when dismissed except for 
hypertension 

Cortisone, 15 * Beginning remission when dismissed except for 
hypertension and osteoporosis 





* Given orally. 
t Given buceally. 


the skull revealed enlargement of the sella turcica by a 
pituitary tumor. In another case there was roentgeno- 
logic evidence of an intrasellar or parasellar tumor of 
indeterminate character. The excretion of 17-ketoster- 
oids varied over a wide range (fig. 1), but the excre- 


Amount of Adrenal Tissue Removed.—The weight of 
40 of the adrenal glands that were totally removed is 
given in table 1. These were removed from 39 patients. 
The weight of all but two of these glands exceeded 6.0 
gm., which is commonly considered a normal weight 
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although there is wide variation in the literature and text- 
books regarding the normal weight. It appears doubtful 
that this has been accurately determined in a significant 
series of normal adults. Fifteen of the glands weighed 
less than 7.5 gm. The largest gland that was totally re- 
moved weighed 26.5 gm., and the smallest, 3.7 gm. The 
weight of the tissue removed from the subtotally resected 
glands varied greatly in comparison with the weight of 
the contralateral gland that was totally removed. If the 
two adrenal glands in each case are of approximately 
equal weight, then the marked discrepancy between the 
weights of the totally and subtotally removed glands in 
some of the cases (for example, cases 12, 20, 35, 39, 42, 
and 45) make it appear that subtotal resection of one 
gland was not as radical as had been intended; however, 
in the cases just listed the subtotal resection of one gland 
preceded the total removal of the other by varying inter- 
vals, and it is possible that the intact gland may have 
undergone hypertrophy in the interim. In any event, we 
have come to believe that a high proportion (probably 
90% or more) of the total amount of adrenal tissue must 
be removed to insure consistent remissions of the syn- 





Fig. 4.—Cushing’s syndrome caused by adrenocortical hyperplasia. A, 
before operation. B, six months after total removal of one adrenal gland 
and extensive subtotal removal of other adrenal gland. 


drome. Experience indicates that to insure a remission 
the resection must be almost extensive enough to give 
rise to adrenal insufficiency. 


Mortality—Among 49 patients treated by subtotal 
adrenalectomy and 1 by total adrenalectomy, there were 
6 hospital deaths (cases 2, 3, 9, 10, 13, and 43), 5 of 
which occurred in the first 13 cases of the series. The 
causes of death, in so far as they are known, are given 
in table 1. Use of cortisone for preoperative and post- 
operative treatment was one factor in decreasing hospital 
mortality in the later cases of the series. Thus, among 
21 patients (cases 1 through 21) who were treated with 
aqueous adrenal cortical extract there were 5 hospital 
deaths, whereas among 29 patients (cases 22 through 
50) who were treated with cortisone there was but 1 
hospital death. One patient (case 19) died at home two 
months after the second stage of subtotal adrenalectomy; 
available information suggested that death might have 





t The first 4 cases of the series have been described briefly,?” and the 
first 29 cases have been the subject of a preliminary report. (Priestley, J. T.; 
Sprague, R. G.; Walters, W., and Salassa, R. M.: Subtotal Adrenalectomy 
for Cushing’s Syndrome: Preliminary Report of 29 Cases, Ann. Surg. 
134: 464-475 [Sept.] 1951.) 

§ Excretion of corticosteroids according to the method employed is 
1.0 mg. or less per 24 hours in 95% of normal persons. 
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been due to adrenal insufficiency, but detailed informa. 
tion was lacking. Another patient (case 20) committe, 
suicide while in an apparently complete remission 1, 
months after completion of subtotal adrenalectomy 
A third patient (case 42) died of hypertensive an, 
coronary heart disease four months after the secon 
operation. 


Remissions and Recurrences.—No complete rej. 
sions of the signs and symptoms of Cushing’s syndrom 
occurred after resection of one hyperplastic adrena| 
gland. After completion of subtotal adrenalectomy, 9, 
the other hand, the signs and symptoms of the disease 
gradually regressed, except that hypertension persiste 
in some cases and roentgen evidence of osteoporosis was 
slow to regress. Of the 41 surviving patients in whom 
subtotal (40 patients) or total (1 patient) adrenalec. 
tomy was completed, all but 1 (case 8), according to 
latest information, are in remission (fig. 4). Of the 4) 
patients now in remission, 2 (cases 15 and 26) had third 
operations for removal of adrenal tissue because of jp. 
complete remissions following the first two operations, 
Two others (cases 1 and 11) had third operations be. 
cause of recurrence of the signs and symptoms of Cusb- 
ing’s syndrome after remissions lasting four and three 
years, respectively. Another patient (case 18) had a 
complete remission followed by a fulminating recurrence 
11 months after completion of subtotal adrenalectomy. 
In this case a second remission followed roentgen irra- 
diation of the pituitary. It is not entirely clear whether the 
second remission was due to the roentgen therapy or was 
spontaneous. Among the patients now in remission, the 
time elapsed since completion of subtotal adrenalectomy 
varies from three months to seven years. Since it must 
be presumed that the original cause of adrenal cortical 
hyperfunction continues to act after a remission has been 
induced by removal of adrenal tissue, additional recur- 
rences can be anticipated with the passage of more time. 
This is illustrated by case 1 of the series, in which there 
was a recurrence after a remission of four years’ duration 
following subtotal adrenalectomy in 1945. 

Adrenal Insufficiency After Operation Requiring Re- 
placement Therapy.—At the time of this writing, 20 of 
the 41 surviving patients are receiving replacement ther- 
apy for adrenal insufficiency. In general, these patients 
have maintained a good state of health. In some 
instances this therapy has been employed without posi- 
tive knowledge that it was necessary. Treatment con- 
sists of cortisone acetate alone or cortisone acetate plus 
desoxycorticosterone acetate. The cortisone acetate is 
given by mouth, and the desoxycorticosterone acetate 
buccally. The latter hormone has been employed in addi- 
tion to cortisone principally in cases in which abnormali- 
ties of the plasma electrolytes persisted during treatment 
with cortisone alone. Doses are indicated in table |. 
Some patients who required replacement therapy for @ 
time eventually regained sufficient adrenal cortical func- 
tion to make such treatment unnecessary. Until early in 
1951 it was our practice to withhold replacement therapy 
after the early postoperative period for as long as po0s- 
sible because of concern about inhibition of the function 
of the adrenal remnant by administration of cortisone. 
Since then, however, replacement therapy has been em- 
ployed in a high proportion of cases, partly because the 
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trend toward more radical resections has increased the 
incidence of insufficiency of the adrenal cortex and partly 
because it was discovered that administration of corti- 
sone will avert or correct the peculiar postoperative 
reaction. 

Postoperative Reaction.—In virtually all of the cases 
in which complete remissions of Cushing’s syndrome 
eventually occurred, a reaction began 10 to 20 days 
after withdrawal of adrenal cortical extract or cortisone. 
This reaction was characterized by weakness, depression, 
anorexia, nausea, vomiting, and abdominal pain. Many 
of the patients experienced fever of low grade and tachy- 
cardia. In some cases muscular and articular symptoms 
were suggestive of fibrositis or periarthritis. As a rule 
the blood pressure did not fall to the low levels com- 
monly observed in acute adrenal insufficiency, and in 
some cases it remained elevated. The plasma electrolytes 
in some cases remained normal and in others showed 
changes characteristic of adrenal insufficiency. During 
this reaction no 17-ketosteroids, or virtually none, were 
excreted in the urine, and the excretion of corticosteroids 
was less than normal. Varying degrees of hypercalcemia, 
with values for calcium as high as 15 mg. per 100 cc. 
of serum, associated with normal values for serum phos- 
phorus, were observed in some cases. Hypercalcemia 
was noted most commonly in patients who were confined 
to bed, but it was also noted in at least one patient who 
was ambulatory. This reaction caused prolonged illness 
and disability in some cases. Therapeutic efforts with 
large doses of aqueous adrenal cortical extract and intra- 
venous infusions of an isotonic solution of sodium chlo- 
ride and glucose met with little or no success. Two of 


‘the early patients (cases 2 and 3) died 53 and 66 days, 


respectively, after completion of subtotal adrenalectomy 
with symptoms of reaction still present. Since cortisone 
has become available, however, it has been found that 
the reaction can be averted by uninterrupted adminis- 
tration of this hormone following the operation. In cases 
in which the reaction follows withdrawal of cortisone a 
few days after operation, the symptoms can be relieved 
by intramuscular administration of 100 mg. of cortisone 
daily for a few days. When cortisone is again withdrawn, 
the symptoms of reaction may recur, but administration 
of cortisone again will give relief. In all cases symp- 
toms of reaction eventually subsided and further treat- 
ment was not necessary except for patients who were 
thought to have chronic adrenal insufficiency. The fore- 
going reaction seems related in some way to a drastic 
reduction in adrenal cortical function from a super- 
normal to a subnormal level in patients conditioned to 
excess amounts of adrenal hormones, but the precise 
mechanisms involved are not clear. 


Effect on Blood Pressure.—The blood pressure was 
significantly reduced after subtotal adrenalectomy in 
most, but not all, cases (table 1). Of the 44 patients who 
had some hypertension before operation (systolic pres- 
sure of more than 150 mm. Hg or diastolic pressure of 
more than 90 mm., or both) 28 had normal and 16 con- 
tinued to have elevated blood pressure following oper- 
ation. Thirteen of the 16 patients in whom the blood 
pressure failed to become normal survived to leave the 
hospital. In all 13 there was a remission, or beginning 
remission, of all the other signs and symptoms of Cush- 





ADRENAL LESIONS—SPRAGUE ET AL. 635 


ing’s syndrome at the time of last examination. In these 
cases, therefore, it is presumed that the hypertension was 
independent of adrenal cortical hyperfunction in its 
inception or that the patient was left with irreversible 
vascular disease attributable to the previous adrenal 
cortical hyperfunction, or both. In some of the patients in 
whom hypertension persisted, the blood pressure after 
operation was nevertheless lower than before operation 
and there was improvement in hypertensive retinopathy. 
As a rule, myocardial function, if impaired before sub- 
total adrenalectomy, improved afterward. 

Glucose Tolerance.—lIf glucose tolerance was abnor- 
mal before adrenal resection, it usually improved as other 
features of Cushing’s syndrome regressed. Of the 10 pa- 
tients who had frank diabetes before operation, 7 had 
normal values for fasting blood sugar and no glycosuria 
after operation. In three cases the tests of blood 
sugar were not made after operation but there was no 
glycosuria. Among the patients with abnormal glucose 
tolerance curves before operation, there was usually im- 
provement in glucose tolerance after operation. 

Pigmentation.—Twelve patients showed cutaneous 
melanosis of the type seen in Addison’s disease when 
examined at varying intervals after adrenal resection. 
In six of these the pigmentation was mild, and in six it 
was severe or moderately severe. Pigmentation was 
usually associated with frank adrenal cortical insuffi- 
ciency, but this was not always the case. For example, 
five patients (cases 6, 16, 22, 34, and 35) had cutaneous 
pigmentation in the presence of adrenal cortical function 
that was sufficiently good to make replacement therapy 
unnecessary. Pigmentation of some degree developed or 
persisted in seven patients during oral treatment with 
cortisone. It can be anticipated that the number of pa- 
tients with pigmentation will increase with the passage 
of more time and with repeated examinations. 

Postoperative Changes in Urinary Steroids.—Data on 
urinary 17-ketosteroids in a group of cases of Cushing’s 
syndrome in which subtotal adrenalectomy was per- 
formed are presented in composite fashion in fig. 1. 
Data in 14 cases in which a tumor was found at opera- 
tion and removed are included for comparison. The 
preoperative values emphasize the impossibility of dif- 
ferentiating between tumor and hyperplasia in some 
cases on the basis of urinary 17-ketosteroids. On the 
whole, the reduction of 17-ketosteroids in urine was not 
striking after resection or removal of one hyperplastic 
adrenal gland. After resection of the second adrenal, on 
the other hand, the excretion of 17-ketosteroids in most 
cases reached low levels and in some instances remained 
low indefinitely or for prolonged periods. Failure of the 
excretion of 17-ketosteroids to fall to low values within 
a week or two after resection of the second adrenal gland 
seemed to indicate that insufficient adrenal tissue had 
been removed. Four high values found in two cases of 
tumor 7 to 10 months after operation were attributable 
to recurrence of malignant tumors. Similar data on uri- 
nary corticosteroids (formaldehydogenic steroids) are 
shown in fig. 2. Again preoperative values would not 
permit differentiation between tumor and hyperplasia. 
After resection or removal of one hyperplastic adrenal 
gland there was a trend toward lower values, but in many 
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cases the values remained above normal. Following 
completion of subtotal adrenalectomy or removal of a 
tumor of the adrenal cortex, on the other hand, virtually 
all of the values were within the normal range or lower. 
Some of the postoperative values are elevated to some 
extent by administration of cortisone, which is excreted 
in part as a corticosteroid. The observed changes in ex- 
cretion of steroids following subtotal adrenalectomy or 
removal of a tumor of the adrenal cortex were indicative 
of a pronounced reduction in the level of adrenal cortical 
function, which was paralleled by remission of the signs 
and symptoms of Cushing’s syndrome. 

Comment.—During recent years, Cushing’s syndrome 
has emerged as a clear-cut clinical entity, which can be 
recognized with considerable accuracy in most instances. 
In severe form it is a serious and progressive disease, 
which, if untreated, carries an unfavorable prognosis and 
therefore justifies radical surgical treatment, as no other 
type of treatment in our hands has afforded equally satis- 
factory results. While not a common condition, it occurs 
more frequently than previously was appreciated. It 
should be realized, however, that only a small minority 
of hairy, obese women have Cushing’s syndrome, as in- 
discriminate resection of adrenal tissue in the absence of 
definite adrenal abnormality would be most unfortunate. 

Currently the objective of surgical treatment is to re- 
move a sufficient amount of adrenal tissue to effect a 
lasting remission of the disease, without producing seri- 
ous adrenal insufficiency. To date, results of this type of 
treatment have been sufficiently encouraging to merit its 
continued use. Although bilateral total adrenalectomy 
has been employed in the treatment of various other 
conditions, such as hypertension and certain metastatic 
lesions, it still appears to be too radical to employ in 
the treatment of Cushing’s syndrome due to hyperplasia. 
On the other hand, if the incidence of recurrences ulti- 
mately proves to be high after subtotal adrenalectomy, 
then total rather than subtotal adrenalectomy may be- 
come the preferable method of surgical treatment. 

It should be emphasized that statements concerning 
the treatment of patients who have Cushing’s syndrome 
due to adrenal hyperplasia represent only current think- 
ing on the subject and may be changed in the future. 
Perhaps nonsurgical methods of treatment will be devel- 
oped. As experience in the management of these patients 
grows and with further opportunity to observe patients 
after complete removal of the adrenal glands perhaps 
current treatment of Cushing’s syndrome will be altered. 


PHEOCHROMOCYTOMAS 

The most frequently encountered surgical lesion of the 
adrenal medulla is a pheochromocytoma or tumor com- 
posed of chromaffin tissue, which, by its liberation of 
pressor substances, causes either paroxysmal or sustained 
hypertension. Since 1944, we and our associates have 
seen 25 patients in whom one or more pheochromo- 
cytomas were found at operation. The tumors of 14 of 
these patients were considered to be functioning paroxys- 
mally because intermittent attacks of hypertension domi- 
nated the clinical picture and the blood pressure was 
normal or only slightly elevated in the intervals between 
attacks. The tumors of the remaining 11 patients were 
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considered to be functioning continuously because th, 
hypertension and symptoms were persistent, although 
some of the patients tended to have paroxysmal exacer. 
bations also. 

Clinical Data in Cases of Paroxysmal Hypertension, 
Exactly half of the 14 patients considered to haye 
paroxysmally functioning tumors were men. The oldes 
patient at time of diagnosis was 59 years and the younges 
was 26 years. The average age was 43 years. The dura. 
tion of symptoms varied from six weeks to six years, 
The paroxysmal attacks occurred as frequently as 25 
times a day in one patient and as infrequently as once 
in two months in another. Most patients, however, had 
the attacks at least once a day. Individual attacks lasteq 
from 2 minutes to 1 week, the usual duration being 
less than 15 minutes. The blood pressure during an 
attack was more than 200 mm. of mercury systolic and 
110 mm. diastolic in all but one case. Headache, which 
usually was very severe and generalized, was the chief 
complaint of 10 of the patients and was a prominent 
symptom of 3 others. The other patient denied headache 
of any kind but complained only of “shaking spells.” 
The chief complaints in three patients included faintness 
and vertigo, a “pounding” sensation in the epigastrium, 
palpitation, and anxiety; all occurred paroxysmally, 
Twelve of the 14 patients complained of palpitation and 
vasomotor phenomena that involved the face usually but 
also the extremities. Ten patients described excessive 
perspiration. Other symptoms included tremor, pain in 
the thorax, abdominal pain, nausea or vomiting or both, 
weakness, and dizziness. The tumor was palpable in only 
one patient. The basal metabolic rate was higher than 
+ 10% in 3 of the 13 patients for whom it was deter- 
mined. The fasting blood sugar of four patients was more 
than 120 mg. per 100 cc.; two of them had clinical dia- 
betes mellitus. In 9 of the other 10 patients the concen- 
tration of blood sugar was normal. On the 10th it was 
not performed. Excretory urography revealed the pres- 
ence of a suprarenal mass with downward displacement 
of the kidney in three cases. 


Clinical Data in Cases of Sustained Hypertension. — 
Eight of the 11 patients considered to have persistent 
hypertension secondary to a pheochromocytoma were 
women. The oldest patient at the time of diagnosis was 
48 years, and the three youngest were each 18 years old. 
The average age for the group was 29 years. The dura- 
tion of symptoms before diagnosis varied from three 
weeks to nine years. The average duration was three and 
a half years. The duration of known hypertension was 
similar since elevated blood pressure was uniformly de- 
tected at the onset of symptoms. The blood pressure in 
these patients was variable from time to time. In all but 
one the systolic pressure was recorded as more than 200 
mm. of mercury and the diastolic as more than 130 mm. 
on one or more occasions. In two patients at least one 
normotensive reading was obtained before operation. 
Headache was the chief complaint of 4 of the 11 patients, 
weakness of 2, and profuse perspiration of 2 others. One 
patient had a relatively asymptomatic hypertension, and 
one complained chiefly of attacks of paroxysmal noc- 
turnal dyspnea. The 11th patient complained of pro- 
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aressive loss of vision. Eight patients complained of 
headache, seven of excessive perspiration, six of -weak- 
ness, and four of palpitation. Marked constipation al- 
most amounting to obstipation was mentioned by four 
patients. A tumor was palpable in only two patients, 
both of whom had malignant tumors. Excretory uro- 
orams were of aid in detecting the presence of a tumor 
in only two patients. The basal metabolic rate of only 
one patient was less than + 10%. It was not determined 
in two patients, and in the remaining eight it was defi- 
nitely elevated, the highest figure being + 101% and the 
average being + 49%. The fasting blood sugar was 
determined for seven patients, and that of three was 
found to be 120 mg. or more per 100 cc. Two of these 
patients had clinical diabetes. Hypertensive changes 
were noted in the ocular fundi of 10 of the 11 patients. 
These changes, grouped according to the Wagener-Keith 
classification,® were considered to be group 4 in three 
patients, group 3 in four patients, group 2 in one patient, 
and group | in two patients. An outstanding charac- 
teristic of the funduscopic findings was the minimal scle- 
rosis of the retinal arterioles. 

Pharmacological Tests.—Tests with certain drugs 
have become the most accurate method of confirming or 
rejecting the clinical diagnosis of pheochromocytoma. 
Two types of tests are used. The provocative tests with 
histamine,’ tetraethylammonium chloride,* and metha- 
choline chloride (mecholyl®) * are employed to repro- 
duce a paroxysmal attack of hypertension. Tests with 
piperoxan hydrochloride,'® regitine® (2-[N-p-tolyl-N- 
(m-hydroxyphenyl)-aminomethyl |-imidazoline),1' and 
dibenamine® (N,N-dibenzyl-8-chloroethylamine) '* are 
used because they may have a depressor effect on hyper- 
tension secondary to a functioning pheochromocytoma. 
A total of 70 pharmacological tests were performed on 
our 25 patients with proved pheochromocytoma (table 2). 

For the provocative test of patients with paroxysmal 
hypertension histamine is administered rapidly intra- 
venously in doses ranging from 0.015 to 0.05 mg. of 
histamine base. The result is considered positive if the 
rise in blood pressure two minutes after the injection of 
histamine is greater than that obtained with the cold 
pressor test. A typical attack is usually induced if a 
pheochromocytoma is causing the paroxysmal hyper- 
tension. In our experience the test with histamine has 
been the most reliable of the provocative tests in making 
the diagnosis of pheochromocytoma causing paroxysmal 
hypertension. Nineteen positive results were obtained 
from tests with histamine and only one negative result. 
For the latter test the dosage was small. For the test with 
tetraethylammonium chloride the drug is administered 
slowly intravenously in amounts of 200 to 500 mg. 
A significant rise in blood pressure is considered a posi- 
tive result. This test is much less reliable than the hista- 
mine test. Seven false negative results were obtained in a 
total of 10 tests on patients whose paroxysmal hyperten- 
sion was proved to be due to pheochromocytoma. Metha- 
choline chloride is given subcutaneously in doses of 10 to 
12.5 mg. A significant pressor response is considered a 
Positive result. Because of the unpleasant and sometimes 
alarming reactions, we have used this drug in only two 
cases of pheochromocytoma. 
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Piperoxan hydrochloride and regitine* are the two 
drugs used most commonly as an aid to the diagnosis of 
pheochromocytoma that causes persistent hypertension. 
A significant decrease in the blood pressure is considered 
to be a positive response. Piperoxan hydrochloride is ad- 
ministered slowly into the vein in doses of 10 to 20 mg. 
The test, when used in our cases of persistent hyperten- 
sion caused by pheochromocytoma, has given positive 
results on 10 occasions and false negative results on 
4 occasions. This is disappointing but not inconsistent 
with the experience of others.'* For testing with regitine® 
the drug is given rapidly intravenously in a dose of 5 mg. 
When the systolic blood pressure decreases more than 
35 mm. of mercury and the diastolic more than 25 mm. 
the result of the test is considered positive.'* It has given 
positive results on five occasions in our cases. The hista- 
mine test often is not done on patients who have sus- 
tained hypertension, and on four occasions when it has 
been used for such patients it has given false negative 
results. 

The diagnosis of pheochromocytoma, causing either 
paroxysmal or persistent hypertension, can usually be 


TABLE 2.—Seventy Pharmacological Tests Performed on Patients 
with Pheochromocytoma 
Hypertension 
Sustained 


(11 Patients; 
30 Tests) 


o 

Paroxysmal 

(14 Patients; 
40 Tests) 


immcettiy gtmiintenl 
Result Result 


eee, 7 ; 

Posi- Nega- Posi- Nega 
tive tive tive 

Histamine ‘ 1° 3 

Tetraethylammonium chloride.......... ; 7 : 

Methacholine chloride 1 

Piperoxan hydrochloride es 2 

Regitine® 5 


* Dose 0.02 or 0.025 mg. of histamine base. 


made as a result of one or more of these tests. It is our 
practice to use histamine for patients whose resting blood 
pressure is less than 170 mm. of mercury systolic and 
110 mm. diastolic and regitine® or piperoxan hydrochlo- 
ride if the resting blood pressure is greater than these fig- 
ures. If the results of the tests are doubtful or negative 
when the clinical evidence is strongly indicative of a 
pheochromocytoma, then the results of the tests should 
be questioned and the test should be repeated, or one of 
the other drugs should be used. No one single test is al- 
ways completely reliable. 

Surgical Aspects.—Appreciation of certain features 
of pheochromocytoma is essential to proper surgical 
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management of these lesions. It should be realized that 
these tumors are bilateral in at least 10% of cases.§ In a 
similar percentage of cases a pheochromocytoma may be 
located elsewhere than in an adrenal gland, in fact, any- 
where that chromaffin tissue is found, namely, along the 
aorta, in the thorax, or in the neck. In a limited number 
of cases (perhaps 10% ) these tumors may be malignant, 
so the possibility of metastasis must be kept in mind. 
Thus, general abdominal exploration as well as explora- 
tion of both adrenal glands must be performed in the 
course of any operation for pheochromocytoma. Quite 
frequently pheochromocytoma appears as a multilobular 
tumor with two or more distinct, encapsulated tumors 
arising in close association with each other or perhaps 
separated for a distance of several centimeters. This 
means that careful inspection and palpation of the entire 
‘operative field must be carried out in each case if tumor 
tissue is not to be overlooked. We have removed as many 
as three distinct tumors from one adrenal gland. 

In our experience all patients with pheochromocytoma 
are relatively thin, which facilitates use of the abdominal 
approach, and accordingly an anterior transverse or 
longitudinal incision is recommended. The right adrenal 
gland is exposed by retracting the liver upward and hold- 
ing the duodenum toward the midline while the hepatic 
flexure of the colon is retracted downward. The kidney is 
pulled gently downward, and the peritoneum is incised 
just above the upper pole of the kidney. With a little dis- 
section in this region the adrenal gland is identified. It 
is then exposed completely, and the entire region is care- 
fully inspected and palpated. The left adrenal is exposed 
by retracting the splenic flexure of the colon downward, 
the spleen and fundus of the stomach upward, and the tail 
of the pancreas anteriorly. As the kidney is identified and 
pulled downward, the peritoneum just above the kidney 
is incised and the adrenal gland is brought into view. 
Again the gland must be fully exposed, carefully in- 
spected, and palpated. If no tumor is found in either 
gland, a careful search is made throughout the abdomen 
for a tumor in an ectopic location. 

If a pheochromocytoma is encountered, the surgeon 
should palpate and “squeeze” the tumor as little as pos- 
sibie during its removal, as the blood pressure may rise 
to alarming heights under these circumstances. The main 
blood supply of the tumor should be clamped as soon 
as possible. The tumor, of course, should be removed 
intact. If the tumor is benign, as it usually is, uninvolved 
adrenal tissue may be preserved if an adequate blood 
supply to this remnant can be maintained. If bilateral 
tumors are present, it is especially important to preserve 
some adrenal cortical tissue if possible. If this is not pos- 
sible, as in the exceptional case, energetic emergency 
treatment must be instituted for adrenal cortical insuf- 
ficiency. 

Supplementary Care During and After Operation.— 
The patient must be observed closely during operation 
for pheochromocytoma, and the blood pressure should 
be determined every minute or so. It is advisable to intro- 
duce a needle into a vein and start administration of a 
5% solution of glucose as anesthesia is induced. This 
facilitates prompt intravenous medication of pressor or 
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depressor agents as the need may arise during operatio, 
Severe episodes of hypertension, which may develop dur. 
ing mobilization of the tumor, are effectively controlleq 
with regitine® or piperoxan hydrochloride. Epinephrip, 
or arterenol or a combination of both are used to comb, 
hypotension that occurs when the tumor is removed anj 
that persists for a variable time after operation.’ 

In addition to maintaining blood pressure at a satisfac. 
tory level during operation and the postoperative periog 
the administration of pressor and depressor agents may 
serve another important function. For example, if pro. 
nounced hypotension does not develop and persist afte, 
removal of a pheochromocytoma, the surgeon shouw|j 
suspect the existence of another tumor. Additional eyj. 
dence regarding the presence of another tumor may be 
obtained by a pharmacological test with an agent such 
as regitine® or piperoxan hydrochloride. If anothe; 
tumor is present, the blood pressure may drop, as jn 
preoperative tests with these agents. 

After operation the patient should be observed closely, 
preferably by someone in constant attendance, as it may 
be advisable to determine the blood pressure as often a 
every five minutes the first several days after operation, 
Commonly it must be supported during this time by ad. 
ministration of an appropriate amount of epinephrine or 
arterenol or a combination of both agents so that the 
systolic blood pressure is maintained at more than 100 
mm. of mercury.'® This is accomplished by the slow con- 
tinuous intravenous administration of glucose or sodium 
chloride solution containing the pressor agent or agents. 
The dose of pressor agent is regulated by altering the rate 
of flow of the fluid that is being administered. It should 
be mentioned that arterenol may cause a slough of tis- 
sues overlying the vein if it is given in too concentrated 
a form for too long a period. Generally administration 
of this agent may be discontinued 36 to 48 hours after 
operation as blood pressure becomes satisfactorily main- 
tained without the benefit of exogenous stimulation. 


Results.—A total of 16 tumors, weighing from 10 to 
575 gm., were successfully removed from the 14 patients 
who were considered to have paroxysmally functioning 
tumors. Twelve of these tumors arose from the right 
adrenal gland and four from the left. All were clinically 
benign. All 14 patients were relieved of their paroxysmal 
attacks after operation, and there has been no recurrence 
of attacks in any patient on whom adequate follow-up 
data are available. A total of 18 tumors, ranging in weight 
from 50 to 355 gm., were removed from 11 patients who 
had sustained hypertension. Eleven tumors were found 
in the right adrenal, five in the left, and one was extra- 
adrenal. The origin of the other, a malignant tumor, was 
undetermined. Three patients from one family, two sisters 
and one brother, all had bilateral tumors.'* Four patients 
had malignant pheochromocytomas with local invasion 
or distant metastasis or both. Three of these died, but one 
is still living. The hypertension of one has regressed from 


group 4 to group 1. 


































































§ In four of our last seven cases tumors have been bilateral. 

15. Hightower, N. C.; Priestley, J. T.; Roth, G. M., and Kvale, W. F 
Control of Blood Pressure in Patients with Pheochromocytoma During 
Surgery and Postoperative Period, unpublished data. 
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Comment.—In certain cases the paroxysmal hyper- 


tension caused by pheochromocytoma may be diagnosed 
with ease and certainty. In other cases persistent hyper- 
tension caused by this tumor may be indistinguishable 
clinically from essential hypertension, and even with help 
of pharmacological tests a definite preoperative diagnosis 
may be impossible according to present experience. As 
, result surgical exploration may be necessary in some 
cases before the presence or absence of an adrenal tumor 
can be determined with certainty. 

Although pheochromocytoma is an uncommon cause 
of hypertension in the adult, it should always be kept in 
mind as a possibility because removal of the tumor will 
result in cure in a large majority of cases. The association 
of abnormal metabolism of glucose and hypermetabolism 
without hyperthyroidism in the presence of hypertension 
should suggest a pheochromocytoma. This tumor should 
always be considered as a possible cause of hypertension 
of children. 

The surgical treatment of patients who have pheo- 

S chromocytoma should be productive of gratifying results 
in virtually all cases unless the tumor is malignant. Such 
results, of course, require complete removal of all tumor 
tissue. Toward this end the surgeon must always be mind- 
ful of the possibility of the existence of multiple tumors 
in the region of one or both adrenal glands or elsewhere. 
Unless pronounced hypotension occurs after removal of 
a tumor, the surgeon should always suspect residual 
tumor and continue his search until this is found. The ab- 
dominal approach is definitely desirable for these reasons. 


SUMMARY 

For the diagnosis of Cushing’s syndrome certain clin- 
ical and laboratory data are essential. These are discussed 
briefly. Cushing’s syndrome may be produced by a func- 
tioning adrenal cortical tumor but more often is caused 
by hyperplasia of the adrenal cortices. Removal of the 
tumor or extensive resection of the hyperplastic adrenal 
glands at present is the treatment of choice. Important 
aspects of surgical treatment, preoperative preparation, 
and postoperative care are outlined. To date 50 patients 
with Cushing’s syndrome caused by adrenal hyperplasia 
have been treated by radical adrenal resection at the 
Mayo Clinic. Forty of the 41 patients in this group who 
are living are currently in a state of satisfactory remission. 


Pheochromocytoma, which may cause paroxysmal or 
sustained hypertension, is difficult to diagnose clinically, 
and much help has been derived from various pharmaco- 
logical tests. Of the drugs used for these tests, histamine 
has been the most valuable in the diagnosis of pheo- 
chromocytoma that causes paroxysmal hypertension, 
whereas piperoxan hydrochloride and regitine®* have been 
the most useful drugs in the diagnosis of pheochromo- 
cytoma that causes sustained hypertension. To date 
pheochromocytomas have been removed in 25 cases at 
the Mayo Clinic. In four cases bilateral tumors were 
present. Because of the possibility of abdominal tumors, 
the transabdominal approach is usually advised. Essen- 
tials in the surgical treatment of pheochromocytoma are 
discussed. Results are gratifying in virtually all cases, 
unless a malignant tumor is present. 
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FATALITY DUE TO AGRANULOCYTOSIS 
FOLLOWING USE OF PHENYLBUTAZONE 
(BUTAZOLIDIN®) 


A. David Etess, M.D. 


and 


Abraham §S. Jacobson, M.D., Bronx, N. Y. 


There have been several reports in the literature re- 
cently concerning the beneficial effects of phenylbutazone 
(butazolidin®) in all forms of arthritis and associated 
disorders.‘ Although toxic reactions to this new drug 
have been noted in the form of nausea, vomiting, edema, 
drug rash, reactivation of peptic ulcer, thrombocytopenia, 
and anemia, there have been only four reported cases of 
agranulocytosis.” All of these patients recovered follow- 
ing cessation of the therapy. We have observed a case 
of agranulocytosis with a fatal outcome following use of 
phenylbutazone. 


REPORT OF CASE 


A 74-year-old white male retired Army officer entered the 
Bronx Veterans Administration Hospital with a chief complaint 
of progressive rheumatoid arthritis of 33 years’ duration. The 
onset of arthritis began with involvement of the knees, ankles, 
and interphalangeal joints, and progressed to involve the 
shoulders and elbows with typical deformities of rheumatoid 
arthritis and eventually invalidism. The therapy through the 
years included all forms of physiotherapy, a course of gold 
therapy, and autogenous serums, without altering the progress 
of the disease. One year ago, the patient first noticed a Parkin- 
sonian tremor involving the hands and feet. 

Physical examination revealed a temperature of 98 F, pulse 
rate of 84, and blood pressure of 150/85 mm. Hg. The patient 
was a well-developed, well-nourished man who appeared younger 
than his stated age and was confined to a wheelchair. The essen- 
tial physical findings were limited to the examination of the 
joints. There were two lesions: a chronic lesion with marked 
deformities of the involved joints and limitation of motion, and 
an acute inflammatory process characterized by redness, heat, 
and swelling of both shoulder joints, right knee, and left wrist. 
These latter joints were likewise limited in motion and tender 
to palpation. Except for the typical Parkinsonian tremor of the 
hands and feet, the remainder of the physical examination was 
unremarkable. 

Laboratory examinations revealed on admission a hemo- 
globin level of 14.6 gm. per 100 cc., red blood cell count of 
4,400,000, and white blood cell count of 7,200, with a normal 
differential. The urinalysis was unremarkable. The erythrocyte 
sedimentation time (Wintrobe) was 42 mm. in one hour. The 
blood chemistries were normal. The hemagglutination test for 
rheumatoid arthritis? was positive. An admission chest roent- 
genogram was entirely normal. X-ray examination of the joints 





From the Medical Service, Veterans Administration Hospital. 

1. Kuzell, W. C.; Schaffarzick, R. W.; Brown, B., and Mankle, E. A.: 
Phenylbutazone (Butazolidin®) in Rheumatoid Arthritis and Gout, J. A. 
M. A. 149: 729 (June 21) 1952. Stephens, C. A. L., Jr., and others: 
Benefits and Toxicity of Phenylbutazone (Butazolidin®) in Rheumatoid 
Arthritis, ibid. 150: 1084 (Nov. 15) 1952. Steinbrocker, O., and others: 
Phenylbutazone Therapy of Arthritis and Other Painful Musculoskeletal 
Disorders, ibid. 150: 1087 (Nov. 15) 1952. 

2. Kuzell, W. C., and Schaffarzick, R. W.: Phenylbutazone (Buta- 
zolidin), Bull. Rheumat. Dis. 3:23 (Nov.) 1952. 

3. Heller, G.; Jacobson, A. S.; Kolodny, M. H., and Schuman, R. L.: 
The Hemagglutination Test for Rheumatoid Arthritis: An Immunological 
Analysis of the Factors Involved in the Reaction, J. Immunol. 69: 27 
(July) 1952. 
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revealed the characteristic changes of rheumatoid arthritis and 
Paget’s disease of the pelvis. 

Therapy with phenylbutazone, 200 mg. three times a day, was 
begun six days after admission and was reduced to 400 mg. 
per day after several days. There was no improvement, and the 
initial dose of 600 mg. was restarted and maintained. After seven 
days of therapy, there was marked relief of pain and complete 
reduction in redness and swelling in the acutely involved joints. 
Physiotherapy was instituted and was the only concomitant 
therapy. Within several weeks, the patient was out of his wheel- 
chair and getting about on crutches for the first time in many 
years. 

Initially complete blood studies were performed three times 
a week and after one month of therapy were done once a week. 
There was a 2 gm. fall in hemoglobin level during the first two 
weeks of therapy, which has been ascribed by others to hemo- 
dilution. After seven weeks of therapy, the hematological status 
had remained unchanged except for the initial fall in hemo- 
globin. At the beginning of the eighth week of treatment, the 
white blood cell count fell to 700 cells per cubic millimeter, with 
9% neutrophils and 82% lymphocytes in the peripheral smear 
count. The platelets, red blood cells, and hemoglobin were 
unchanged. A sternal marrow aspiration confirmed the selective 
depression of myeloid elements (see table). Although there were 
large numbers of megakaryocytes producing platelets and a rela- 
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tive increase of erythroid elements, the myeloid elements com- 
prised only 16% of the total cellularity. 


Phenylbutazone was discontinued, and large amounts of peni- 
cillin and aureomycin were administered. Despite this prophy- 
lactic therapy, a fever of 103 F and physical signs of a right 
middle lobe pneumonitis developed three days following the 
onset of agranulocytosis. The physical signs were corroborated 
by a roentgen examination of the chest. Later that day, the 
patient died. 

COMMENT 

Phenylbutazone is chemically related to aminopyrine. 
The incidence of agranulocytosis following the use of the 
latter drug is well known. This toxic reaction is the result 
of a depressive effect on marrow production. The marrow 
in this case also demonstrated the depressive effect of 
phenylbutazone on marrow production of myeloid 
elements. 

Despite frequent blood examinations, the prolonged 
use of phenylbutazone in doses of 600 mg. per day 
resulted in fatal agranulocytosis in this case. 


SUMMARY 


Fatal agranulocytosis in a case of rheumatoid arthritis 
treated for two months with phenylbutazone (buta- 
zolidin®) is reported. 

130 W. Kingsbridge Rd. (Dr. Etess). 
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TREATMENT OF LUPUS VULGARIS wity 
ISONIAZID 


REPORT OF TWO CASES 


Lawrence C. Goldberg, M.D. 
and 


Claudia R. Simon, M.D., Cincinnati 


Lupus vulgaris has been treated by many methods, but 
not until the advent of calciferol had oral therapy beey 
of any distinct value. Isoniazid has now appeared on the 
horizon, and it is believed that this drug may hold great 
promise in the treatment of this and allied diseases, [t jg 
not a new drug, since it was first prepared in 1912+ py 
was not tried with any success until recently when it was 
used in the treatment of active tuberculosis.* Inasmuch 
as lupus vulgaris is a true tuberculoderma, we used jso. 
niazid in the treatment of this disease. The results and 
conclusions are herewith reported. 


REPORT OF CASES 


Case 1.—A 56-year-old woman stated that a small blemish 
first appeared in the center of her left cheek in 1912. This gradu. 
ally enlarged, until after a number of years the forehead, both 
cheeks, and the entire left side of her neck were covered by 
thick, brown, red-yellow, scaling, and scarring lesions. Although 
this condition was somewhat unsightly, she had no associated 
pain or itching. She frequently sought treatment from both 
general practitioners and specialists, and at various times she 
was treated with local and x-ray therapy and intravenous injec- 
tions. In August, 1948, she was hospitalized at Dunham Hospital 
for tuberculosis of the lungs. It was at this time that one of us 
(L. C. G.) saw her and a diagnosis of lupus vulgaris was made. 
This was substantiated by histopathological examination. She 
was treated with calciferol, 50,000 units daily, and this dosage 
was gradually increased to 100,000 units daily. Severe nausea 
and vomiting as well as high blood calcium determinations made 
further use of this drug impossible, and for that reason its 
administration was discontinued. In June, 1949, the patient was 
discharged from Dunham Hospital and was not seen until March 
25, 1952, at which time she appeared at the office of one of us 
(L. C. G.). At that time her skin showed no improvement; in 
fact, there was more scarring, and the advancing border on the 
left side of the neck was thicker and more granulomatous in 
character. Associated with her skin disease were numerous 
macular purpuric lesions on the extremities. Examination of the 
blood and urine showed the following results: red blood cells 
38,000,000; white blood cells 5,000; hemoglobin level 9.8 gm.; 
platelets 192,000 and normal in appearance; neutrophils 76%; 
lymphocytes 15%; monocytes 9%; corrected sedimentation rate 
44; a serologic test for syphilis was negative. The urine had 3+ 
albumin and occasional casts. 

The patient was again given calciferol in total doses of 
100,000 units daily; at the same time requests for isoniazid were 





From the Department of Dermatology of the College of Medicine, 
University of Cincinnati. 

The isonicotinic acid hydrazide used in this report was furnished 
by Hoffmann-La Roche, Inc., Merck & Co., Inc., Schering Corporation, 
and the Wm. S. Merrell Company. 

The microphotographs were made by Mr. J. B. Homan, Director of 
Medical Arts, College of Medicine, University of Cincinnati. 

1. Meyer, H., and Mally, J.: Hydrazine Derivatives of Pyridinecat 
boxylic Acids, Monatsh. 33: 400, 1912. 

2. Grunberg, E., and Schnitzer, R. J.: Studies on the Activity of 
Hydrazine Derivatives of Isonicotinic Acid in the Experimental Tubercule 
sis of Mice, Quart. Bull. Sea View Hosp. 8:3, 1952. Robitzek, E. H. 
Selikoff, I. J., and Ornstein, G. G.: Chemotherapy of Human Tuberculosis 
with Hydrazine Derivatives of Isonicotinic Acid: Preliminary Report of 
Representative Cases, ibid. 8: 27, 1952. 
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t to various pharmaceutical companies in the hope of obtain- 
ing the drug. On April 1, 1952, the patient was presented to the 
Cincinnati Dermatological Society where the diagnosis was 
gocepted as given. It was questioned whether the purpura was 
of tuberculous or idiopathic origin. The patient continued to 
receive calciferol until April 22, 1952, with slight nausea, no 
yomiting, and no change in the character of her skin lesions. 
jsoniazid therapy was NOW substituted for the calciferol therapy, 
and she was given 4 mg. per kilogram of body weight. This 
amounted to 300 mg. daily. The patient was seen in two weeks, 
at which time there was a lessening of her facial erythema; a 
new lesion that had started in the center of her right cheek 
appeared flatter and nonprogressive. By June 29 the responses 
io the drug appeared almost dramatic and there was definite 
essening in the thickness of the advancing border as well as in 
the intensity of her facial erythema. By Aug. 4, except for the 
residual scarring, it was almost impossible to make a clinical 
diagnosis of lupus vulgaris. Monthly examinations of the blood 
showed gradual improvement, but the urine examinations re- 
mained the same. Only pigmented macular lesions remained on 
the extremities as residue of the former purpuric lesions. A punch 
biopsy from the right side of the face and from a previous 
active area was reported as follows by Dr. Dan Richfield, histo- 
pathologist in the department of dermatology: “In comparison 
to the previous biopsy from Dunham Hospital the present section 
shows a complete disappearance of the former granulomatous 
f infiltrate, this being replaced by cicatrix. A fairly dense peri- 
vascular lymphocytic infiltrate still persists and locally invades 
the epidermis. In the absence of the previous sections, a diagnosis 
of tuberculosis could not be made on this biopsy.” The patient 
was again presented before the Cincinnati Dermatological 
Society, where all physicians present verified the dramatic 
improvement. 


sen 



















Fig. 1 (case 2).—Before isoniazid therapy. Note granulomatous infiltrate 
with Langhans’ giant cells. 


Case 2.—A 37-year-old Negro woman was first seen by Dr. 
A. Weiner at the Cincinnati Health Center and was referred to 
the Dermatology Service of the Cincinnati General Hospital, 
where she was first seen in January, 1951. The patient stated 
that her skin lesions began on her face at the age of 3 and 
gradually progressed to involve almost the entire face, parts of 
her neck, and upper shoulders. On physical examination she had 
marked papular atrophic and scarring lesions on her face, neck, 
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axillary folds, and shoulders. There was destruction of the 
cartilages of the nose. There were no signs or symptoms of 
visceral tuberculosis. A biopsy (fig. 1) of the skin lesions con- 
firmed the admitting diagnosis of lupus vulgaris. In April, 1951, 
a fungating mass appeared at the left angle of the mouth and 
was diagnosed as a squamous cell carcinoma. This was treated 





Fig. 2 (case 2).—Five months after isoniazid therapy. Note heating phase 
and absence of granulomatous infiltrate and Langhans’ giant cells. 


with x-ray therapy with good response. At this time the patient 
was presented to the Cincinnati Dermatological Society, where 
the above diagnoses were substantiated. In the meantime the 
patient was treated with calciferol, 150,000 units daily, but, 
inasmuch as the lesions remained active, streptomycin, 1 gm. 
daily, and p-aminosalicylic acid, 12 gm. daily, were added to 
the therapeutic regimen. Streptomycin was discontinued after 
one month, but the p-aminosalicylic acid was continued until 
April, 1952. While the patient was under this form of treatment 
there was only slight improvement and active papular lesions 
of the lupus vulgaris persisted. In April, 1952, the above therapy 
was discontinued, and isoniazid, in doses of 4 mg. per kilo- 
gram of body weight, which amounted to 200 mg. daily, was ad- 
ministered. This dosage was continued until the present time. 
Under this present treatment all signs of activity of lupus vul- 
garis have disappeared and only scarring elements remain. A 
biopsy (fig. 2) was done, and the section as read by Dr. Dan 
Richfield corresponded to the conclusions as given in case 1. 

While the patient was receiving isoniazid treatment, her 
hemoglobin level dropped to 6.9% and the red blood cell count 
dropped to 3,000,000. She was seen at the department of 
hematology, where it was believed that the isonicotinic acid 
hydrazide therapy did not produce her anemia. She responded 
to treatment with the ferrous salts of iron. 


SUMMARY AND CONCLUSIONS 


Two cases of lupus vulgaris are here reported, in both 
of which the disease was present for more than 30 years. 
In both cases it is to be noted that neither patient re- 
sponded with any degree of success to calciferol, case 1 
showing toxic reactions and case 2 no response despite 
the addition of streptomycin and p-aminosalicylic acid. 
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Both patients had moderately severe associated anemia, 
which we believe accompanied the lupus vulgaris in case 
1 and was further aggravated by the development of a 
squamous cell carcinoma in case 2; however, moderate 
anemia is not an uncommon finding in lupus vulgaris. 
In neither case were there any untoward reactions to the 
isoniazid therapy, and both patients responded rapidly 
to the drug. The clinical improvement was more dra- 
matically matched by the histopathological examination, 
which was done five months after the initial use of the 
drug. 

The drug can be given safely in doses of 4 to 5 mg. 
per kilogram of body weight. Neither of these patients 
complained of any untoward reactions. Patients who 
receive this drug should be thoroughly investigated by 
laboratory methods prior to and during the institution 
of this drug so that if there are laboratory changes they 
can be properly attributed rather than blaming this par- 
ticular medication. This can be well demonstrated in 
these two patients, both of whom had anemia and neither 
case being associated with this particular medication. 
Biopsies should be done prior to and after therapy so 
that there can be no confusion as to the improvement 
taking place when this therapy is given. We cannot state 
just how long isoniazid therapy should be continued, 
but we believe that the therapy should be given for a 
long period of time possibly in smaller dosages even 
after clinical and histopathological improvement has 
been demonstrated. We also do not know whether there 
will be any recurrences or relapses when isoniazid 
therapy is stopped. Only future observations will deter- 
mine the answer to these questions. Our investigations 
are continuing, and we believe that all types of tuber- 
culodermas as well as paratuberculodermas should be 
given trial therapy with isoniazid. 

Lupus vulgaris responds clinically to isoniazid ther- 
apy. This clinical improvement can be demonstrated and 
proved by histopathological examination. 
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Diagnosis of Acute Pancreatitis—The nonoperative diagnosis 
of acute transient (interstitial) pancreatitis rests upon the com- 
bination of abdominal pain and an elevated blood or urine 
diastase level. Since there is no specific difference in the clinical 
manifestations or in the behavior of diastase whether the patient 
has acute transient pancreatitis or acute pancreatic necrosis, the 
diagnosis of acute pancreatic necrosis rests upon demonstration 
of the morbid anatomic status at operation or autopsy. . . . As 
a rule, however, the degree and persistency of shock in associ- 
ation with acute pancreatic necrosis is more marked than with 
acute transient pancreatitis. . . . One can make a diagnosis of 
acute pancreatitis with assurance in . . @ patient with ab- 
dominal pain and a blood diastase level of over 1,500 units or 
a urine diastase excretion rate of over 1,200 units. In the pres- 
ence of abdominal pain and a blood diastase level between 500 
and 1,500 units a diagnosis of acute pancreatitis can still be 
made if the other causes of diastase elevation are excluded. It is 
to be noted that this differentiation at times necessitates explora- 
tory laparotomy for the exclusion of perforated peptic ulcer. 
The facts being as they are, good medical practice requires that 
any patient with acute pain in the upper part of the abdomen be 
tested for blood or urine diastase content—J. G. Probstein, 
M.D., Pancreatitis: Current Concepts, The Journal of the Inter- 
national College of Surgeons, October, 1952. 
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AXILLARY VEIN THROMBOSIS IN A 
BLOOD DONOR 


Paul B. Jennings, M.D. 
and 


Carson R. Jones, M.D., Atlanta, Ga. 


Axillary vein thrombosis is not a rare disorder, but ths 
vast majority of recorded cases are of the “effort” type: 
Other types mentioned in the literature are those compli. 
cating heart failure either from stasis or from intravenoy, 
administration of mercurial diuretics and those due t) 
obstruction by neoplasms or operative scars.” 


Complications of donating blood are, as a rule, infre. 
quent and usually of small consequence. Those seen of. 
tenest are transient discomfort in the arm from which the 
blood was withdrawn (10% of 40,000 donors surveyed 
by Boynton *) or simple syncope. Thrombophlebitis of 
the vein is a rare complication * and occurred in only 13 
of Boynton’s cases.* This almost always affects one of the 
veins of the antecubital fossa but may extend up the arm 
and down the forearm and, in rare instances, may be of 
the migratory type involving even the leg veins.* In ali 
these cases, infection apparently played a major role in 
causing an acute inflammatory condition characterized 
by pain, redness, heat, and swelling. No reports of axil- 
lary or subclavian vein thrombosis following blood dona- 
tion were found in the literature. 


REPORT OF A CASE 


A white man, aged 26, was admitted to the U. S. Penitentiary 
Hospital on Nov. 27, 1951, with the complaint of swelling of 
the right arm. The patient stated that he had felt well prior to 
making a blood donation three weeks before admission. The 
blood had been drawn by the trained personnel of an active 
mobile unit. The patient pointed out the right median basilic 
vein as the source from which the blood was taken. On the day 
following the donation, the patient noted that all the veins of 
his right arm were swollen; he indicated the cephalic vein a 
having been particularly engorged. The right arm “felt tight,” 
and it became obviously swollen about three days later. Two 
days prior to his admission, the patient noted a bluish spot over 
the right deltoid muscle, and, on the day of admission, he found 
several bluish areas over the anterior surface of the right 
shoulder. In addition to the swelling, the patient complained of 
a slight, dull ache in the right forearm. 

At the time of admission, the patient’s entire right arm wa 
diffusely swollen; there also was marked edema of the sub- 
cutaneous tissue of the anterior surface of the right shoulder and 
of the right infraclavicular region. The edema was nonpitting. 
Marked distention of all the superficial veins of the right arm 
was noted and the veins did not collapse when the arm was 
elevated above the head. There were a number of bluish macular 


Senior assistant surgeons, U. S. Public Health Service. Dr. Jones is 
now a resident in radiology at the U. S. Veterans Hospital, Atlanta, Ga. 
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spots scattered over the right anterior shoulder that appeared to 
be composed of tiny, dilated veins. The venous pressure in the 
right arm was found to be 146 mm. of water, as compared with 
110 mm. of water in the left arm. It was also found that the 
yenous pressure in the right arm could be elevated to 182 mm. 
of water by having the patient clench his fist several times. A 
phlebographic study was done, with iodopyracet (diodrast®) as 
the contrast medium and the right cephalic vein as the point of 
injection. The roentgenograms revealed that the dye passed 
normally through the cephalic vein, but, instead of emptying 
into the axillary vein as it should have, it appeared to pass into 
the collateral circulatory channels (see figure). These findings 
indicate, apparently, that there was thrombosis of the right 
axillary vein. A chest roentgenogram was normal. 

The patient was treated conservatively with partial bed rest 
and elevation of the right arm. He was kept in the hospital 
nearly four weeks; his hospital course was uneventful. At the 
time of discharge he was asymptomatic and all edema had dis- 
appeared. There was still some distention of the superficial veins 





Roentgenogram of right shoulder showing dye passing from cephalic 
vein to collateral channels at apparent site of thrombosis. 


of the right arm. The patient returned to his regular duties in a 
cotton mill immediately after discharge. He was checked in the 
outpatient department at frequent intervals during the next four 
months, and it was found that the edema of the right arm re- 
turned to some extent and persisted throughout this time. How- 
ever, the distention of the superficial veins disappeared. The 
patient was able to do his regular work without difficulty, and 
he remained asymptomatic, except for occasional aching in the 
tight forearm and shoulder. 


COMMENT 


There is no way to be absolutely certain that this syn- 
drome developed as a direct result of the blood donation, 
since axillary vein thrombosis may occur after the effort 
involved in ordinary usage of the arm ° or with no defi- 
nite history of antecedent cause.? It does seem likely, 
however, that there was a causal relationship in this case, 
since there was rapid appearance of the symptoms after 
the venipuncture. 


VEIN THROMBOSIS—JENNINGS AND JONES 643 


The assumption that there was a direct relationship 
here is given support by the commoner theories of the 
pathological physiology of axillary or subclavian vein 
thrombosis. Eigen ° points out that trauma to the intima 
of the venous wall seems to be the most important factor. 
Most authors emphasize stimulation of sympathetic nerve 
fibers with a resultant venospasm as a prominent etio- 
logical agent.’ Eigen ° also mentions phlebitis due to sud- 
den stretching and compression of the vein. All of these 
factors are present during even the most nontraumatic 
blood withdrawal. There is trauma to the intima from the 
needle, and the suction in the vacuum bottle exerts a 
stretching and compressing effect on the vein. The fact 
that there is venospasm during venipuncture can be at- 
tested to by any physician who has pursued a retreating 
vein with a needle. The particular site of thrombosis in 
our patient is difficult to explain, since it was distant 
from the antecubital vein that suffered the above-men- 
tioned insults; however, the axillary vein is apparently a 
pressure point and, therefore, a common site for throm- 
bosis. Infection, the third etiological factor usually given, 
apparently played no part in this case.’ 


SUMMARY AND CONCLUSIONS 


A case of axillary vein thrombosis following the rou- 
tine donation of blood is presented with a brief review of 
the literature. In conclusion, we do not mean to imply 
that blood donation is a dangerous or undesirable pro- 
cedure; complications are both rare and benign. This 
case is reported to acquaint physicians with the possi- 
bility of axillary vein thrombosis occurring in recent 
blood donors so that they may recognize it and reassure 
the patient that the prognosis is good. This is of special 
importance since present-day blood collection programs 
are conducted on a mass scale. 


U. S. Penitentiary Hospital (Dr. Jennings). 
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The Mature Individual.—Fortunate is the individual who can 
so govern the expression of his instinctive drives as to experi- 
ence the least conflict in adaptation. Attainment of such adequate 
self-direction leads to the inner security, the preservation of men- 
tal health, and the integrity of personality necessary for wise 
decisions and ethical conduct. Honesty, courage, facing reality, 
getting along with others, and doing his job well are indications 
that a person thinks and acts as a responsible member of society. 
Moreover, in acquiring these desirable qualities of personality, 
he has developed the major distinction that marks him as a 
mature adult; he has progressed from egocentricity to social 
consciousness—self is subordinated in service to others. The 
immature individual’s attitude toward society is indicated by 
his goal, as expressed in terms of “What can I get out of it?” 
The mature individual thinks and acts in terms of “What can I 
give? What opportunity for service is available?” Habits of 
thoughtfulness, consideration, kindness, and tolerance have 
crystallized in the personality and have made self-evident the 
fact that usefulness brings the greatest satisfaction in life; that 
happiness is based not upon material things alone, but upon 
the security of a self-disciplined life motivated by interest in the 
welfare of one’s fellow man.—F. S. DuBois, M.D., The Security 
of Discipline. Mental Hygiene, July, 1952. 
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ASSOCIATION’S POLICY ON THE “DOCTOR- 
DRAFT LAW” 


At its meeting in Denver in December, 1952, the 
House of Delegates qualified its position with respect 
to compulsory draft legislation for physicians. It sup- 
ported legislation “designed to provide the number of 
medical officers required to care adequately for the 
health needs of the uniformed Armed Forces,” and es- 
tablished certain principles to be followed in the de- 
velopment of such legislation. 


The following specific recommendations of the Coun- 
cil on National Emergency Medical Service, which have 
been adopted by the Board of Trustees, implement the 
policy established by the House of Delegates: 


1. Any proposed legislation should specifically ex- 
tend the primary obligation of physicians now classified 
in priorities 1 and 2, who are not called into service be- 
fore July 1, 1953, the current expiration date of the 
“Doctor-Draft Law.” 


2. The basic Selective Service Act should be amended 
by eliminating deferments for physicians for dependency 
or marital status. 


3. The “Doctor-Draft Law” should be amended to 
provide for the recognition of military service since 
Sept. 1, 1939, with countries that were allies of the 
United States during World War II. 


4. The present maximum age incorporated in the 
“Doctor-Draft Law” (i. e., registration, age 50; obliga- 
tion to serve, age 51) should be preserved. 

5. The present law should be amended to require 
registration of all physicians, under age 50, who do not 
have reserve commissions in the medical corps of the 
Army, Navy, or Air Force. 


6. Physicians who have not served since Sept. 16, 
1940, should be called according to age—youngest men 
first, after physicians currently classified in priorities 1 
and 2 have been called up or deferred for reasons of es- 
sentiality or physical disability. 

7. Physicians with military service since Sept. 16, 
1940, should be called according to past service— those 
with the least amount of service first, after physicians 
currently classified in priorities 1, 2, and 3 are called up 
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or deferred for reasons of essentiality or physical dis. 
ability. 

8. No distinction should be made between service in 
World War II and service since June, 1950. For pur- 
poses of computing total service, military duty either ay 
an enlisted man or an officer, with the exception of time 
spent in a Navy V-12 or an Army Specialized Training 
Program, should be included. 

9. The present policy of deferring physicians regard. 
less of their priority classification if they are essentiaj 
to the national health, safety, or interest should be cop. 
tinued. 

10. Legislative authority to establish national ang 
state medical advisory committees to the Selective Sery. 
ice System should be continued. 

11. Any extension of the “Doctor-Draft Law” 
should be limited to one year. 

12. To insure a more equitable utilization of medical 
man-power by the armed forces a new position of As 
sistant Secretary of Defense for Health Affairs should 
be established. 

13. A continuing concerted effort should be made to 
effect a lowering of the present ratio of 3.7 physicians 
per 1,000 troops. 

It was also agreed that, in the presentation of testi- 
mony to the Congress, attention should be called to 
many inequitable situations currently being created by 
recalling physicians with prior service to military duty 
for the same period of time (24 months) as physicians 
who have never served. The recommendation will be 
made that a reduced period of service be established for 
those physicians who had at least 12 months of prior 
military duty since Sept. 16, 1940. 


HYALURONIDASE AND HYPODERMOCLYSIS 


When fluids must be given parenterally, subcutaneous 
injection has always appealed to physicians because of 
its practical convenience, particularly when the intra- 
venous route is difficult or impossible to use. Moreover, 
the absence of pyrogenic reactions has been another 
factor in its favor. Despite this, hypodermoclysis has not 
been widely used, to a considerable extent because the 
fluid was slowly absorbed, accumulated at the site of the 
injection, and frequently produced considerable local 
pain. In recent years, hyaluronidase has been employed 
as a “spreading factor,” which greatly accelerated the 
diffusion of the fluid, thus reducing the degree of local 
swelling at the site of injection. It was assumed that the 
introduced fluid was also absorbed more rapidly when 
this agent was used; however, the validity of this assump- 
tion must depend eventually on exact knowledge of the 
mechanism by which injected fluid of various types is 
absorbed after subcutaneous injection. 

The behavior of fluid injected into an interstitial space 
has been fairly well studied. The effect of isotonic sodium 
chloride solution has been found to be quite different 
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fom isotonic glucose. This difference was demonstrated 
experimentally in 1931 and clinically in 1933 by 
schechter and his co-workers,' who showed that glucose 
solutions injected into the peritoneal cavity came into 
equilibrium with the body fluids before being absorbed, 
, process that required several hours, during which con- 
,iderable water and electrolytes passed into the peritoneal 
cavity from the extracellular space. These findings were 
confirmed and extended a few years ago by Webb, 
Lemmer, and Elman,” who also showed that a similar 
henomenon probably occurred in humans during hypo- 
dermoclysis. They noted that subcutaneous injection of 
§% glucose solution was followed by a persistent increase 
in the volume of the leg lasting several hours before 
absorption began, whereas injection of isotonic sodium 
chloride was followed by an immediate decrease, indi- 
cating prompt and progressive absorption. Later obser- 
vations by Webb ** showed that the size of the leg after 
gucose injection was promptly reduced by administering 
hyaluronidase. This, of course, indicated more rapid dif- 
fysion but did not necessarily mean more rapid absorp- 
tion. Indeed, Webb pointed out that in view of “the 
dangers of non-electrolyte solutions subcutaneously in 
dehydrated or sodium-depleted patients . . . temporary 
depletion of the extracellular fluid occurring in the pres- 
ence of hyaluronidase increases these dangers.” The dan- 
ger of temporarily depleting the body of water and salt by 
injecting glucose solutions subcutaneously was shown in 
1946 by Danowski, Winkler, and Elkinton,* who care- 
fully studied the water and electrolyte shifts and actually 
observed peripheral circulatory impairment following 
such a procedure in patients. 

When hyaluronidase was introduced it was hoped that 
the use of this spreading factor might obviate some of the 
problems mentioned above arising from hypodermoc- 
lysis. In the case of isotonic sodium chloride it was very 
definitely demonstrated that the use of this agent in- 
ceased the rapidity with which sodium chloride entered 
the blood stream.** However, since isotonic sodium chlo- 
tide is known to be progressively absorbed from sub- 
cutaneous tissues anyway and does not withdraw salt 
from the rest of the body, this advantage was rather 
minor, merely shortening somewhat the period of time 
required for the final absorption of the saline solution. 
No information was available as to whether hyaluroni- 
dase had any effect on the absorption of subcutaneously 
injected glucose. 

The answer to this last question has now been supplied 
in clinical observations made by Abbott and his co- 
workers of the department of surgery of Western Reserve 
University School of Medicine and the University Hos- 
pitals of Cleveland.* These workers have demonstrated 
that hyaluronidase merely causes the glucose solution to 
diffuse over a greater area but does not change the 
phenomenon of equilibration with the body fluids that 
results in the passage for several hours of water and 
tlectrolytes into the subcutaneous tissue at the site of the 
injection. Indeed, their observations indicate that this 
phenomenon is accelerated by hyaluronidase and thus 
ptobably aggravates the likelihood of peripheral circu- 
tory impairment due to this mechanism. For example, 
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in one patient aged 19 years and in relatively normal 
condition, the plasma volume decreased by 21% in a 
period of six and a quarter hours following hypodermoc- 
lysis of 2 liters of 5% glucose given with hyaluronidase. 
This was accompanied by a fall of systolic blood pressure 
from 98 to 70 mm. Hg and an increase in the pulse rate 
from 80 to 120 per minute. These changes gradually 
returned to normal. Had such an injection been given to 
a sick, perhaps dehydrated patient, the effect would un- 
doubtedly have been more pronounced and perhaps 
disastrous. Even greater reductions in plasma volume, 
up to 31%, were observed when 10% invert sugar was 
given in a similar way. 

The mechanism of these changes is clearly apparent 
when the subcutaneous tissue is visualized as a potential 
space separated from the blood stream by a dialyzing 
membrane across which water and particles diffuse 
according to well-known physical and chemical laws. 
When glucose solution is injected it is quite different in 
composition from plasma or extracellular fluid. Any two 
solutions of dissimilar composition, though isotonic and 
composed of freely diffusible particles, will come into 
equilibrium by movement of water and dissimilar par- 
ticles across the separating membranes until each solu- 
tion is of the same composition. Actually, the rate of 
movement of the smaller electrolyte particles from the 
blood (or extracellular space) into the subcutaneous 
depot is more rapid than the movement of the larger 
glucose particles from the subcutaneous depot into the 
blood, and consequently more of the smaller particles 
will enter the subcutaneous depots from the extracellular 
space than vice versa, until equilibrium is reached. 
Absorption can then proceed normally. Unfortunately, 
this equilibrium requires several hours, during which the 
movement of salt into the subcutaneous depot depletes 
the rest of the body, which may result in serious physio- 
logical disturbances, particularly in sick persons. 

The lesson to be learned is clear. Whether or not 
hyaluronidase is used, hypodermoclysis with solutions 
containing large molecules such as glucose, invert sugar, 
or amino acids is potentially dangerous in provoking 
circulatory collapse as well as oliguria and anuria, par- 
ticularly when large volumes are used in patients whose 
circulation is already impaired or who are depleted of 
water and salt. Only solutions containing salt alone in 
isotonic concentration can be safely used for hypo- 
dermoclysis. 
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ORGANIZATION SECTION 


ANNUAL CONGRESS ON INDUSTRIAL HEALTH 


The need for greater emphasis on mental and emotional factors 
in the health of workers, better coordination of community 
facilities in attacking industrial health problems, increased effort 
by physicians in obtaining complete occupational histories of 
patients, and intensified work in the fields of research and statis- 
tics were among the major themes stressed repeatedly by speakers 
and panel participants during the Thirteenth Annual Congress 
on Industrial Health held Jan. 20-22 in Chicago. 

Sponsored by the Council on Industrial Health of the Ameri- 
can Medical Association, the three-day session attracted about 
400 representatives of labor, management, medicine, public 
health agencies, medical schools, and other groups interested 
in industrial health. In addition to the program of speakers and 
panel discussions, numerous films and exhibits on accident pre- 
vention, the common cold, artificial respiration, industrial derma- 
toses, respiratory cancer, and other subjects were presented. 





Left to right: Mr. O. A. Knight of Denver, president of the Oil Workers 
International Union, CIO; Mr. William G. Caples of Chicago, president 
of the Inland Steel Container Company; Dr. William A. Sawyer of 
Rochester, N. Y., chairman of the A. M. A. Committee on Medical Care 
of Industrial Workers, who presided over the panel discussion on the 
health of the Nation’s Workers, and Dr. Edward J. McCormick of Toledo, 
President-Elect of the American Medical Association. 


Highlight of the annual dinner, arranged jointly with the 
Chicago Medical Society, was the presentation of the 1952 award 
from the President of the United States to the physician making 
the “outstanding contribution to the welfare and employment 
of the nation’s physically handicapped men and women.” Re- 
ceiving the honor was Dr. Henry H. Kessler of Newark, N. J., 
a member of the A. M. A. Council on Industrial Health. Adm. 
Ross T. McIntire of Washington, D. C., Chairman of the Presi- 
dent’s Committee on Employment of the Physically Handicapped, 
presented the award. 

Sounding a keynote that recurred throughout the conference, 
Dr. Rutherford T. Johnstone, Los Angeles industrial health con- 
sultant, said that “a worker carries into the plant not only his 
lunch pail but also his anxieties.” Dr. Johnstone, speaking on 
the industrial aspects of “Fear, Frustration and Futility,” de- 
clared that, even if industrial relations were perfect, workers 
still would be affected by tensions created outside as a result 
of family problems, social conflicts, and the generally unpleasant 
news of the world. For every case of occupational disease, he 
said, there are a thousand cases of fear, frustration, and futility 
arising from a failure in human relations. 


Human relations also was the theme of a novel clinica] dem. 
onstration of occupational health situations in industry, Presideg 
over by Dr. Dale C. Cameron, chief of the Program Develop. 
ment Branch, Division of Occupational Health, U. §. pypj, 
Health Service. Presented with the cooperation of the Wester 
Electric Company, the demonstration featured portrayals of 
an employee, his supervisor, and his personnel counselor. The 
skit showed how the counselor, using a passive technique, jp. 
duced the troubled employee to reveal and then solve the tangled 
emotional problems that had been affecting his health and his 
work. 


The dramatic presentation then was used as a basis for dis. 
cussion by the audience, which was divided into five differen, 
groups. After an hour of separate discussions, the group leader 
reported back to the entire assembly on their comments anj 
questions. The groups expressed general approval of Counseling 
programs but also raised questions concerning the extent to 
which management should attempt to deal with employee's per. 
sonal problems, the hazards of nonmedical handling of emo. 
tional problems, the role of the family doctor in such Situations, 
and the value of mobilizing all available community resources 
in attacking human relations problems affecting industriaj 
health. 


Community action, with attention focused on the usefulness 
of organizing a community industrial health council, was the 
theme of a symposium by nine participants and consultants rep. 
resenting public health agencies, industry, labor, medicine, and 
voluntary health agencies. In this discussion, arranged with the 
assistance of the Chicago Association of Commerce and In. 
dustry and the Chicago Medical Society’s Committee on Indus- 
trial Health, the emotional factors in employee health were 
again emphasized by Dr. Anthony J. Lanza of New York, Chair. 
man of the A. M. A. Council on Industrial Health, and Mr. 
G. Murray Campbell of Chicago, vice president of the Balti- 
more and Ohio Railroad. 


Taking part in a management-labor-medicine panel on the 
health of the nation’s work force were Mr. William G. Caples 
of Chicago, president of the Inland Steel Container Company; 
Mr. O. A. Knight of Denver, president of the Oil Workers Inter- 
national Union, CIO, and Dr. Edward J. McCormick of Toledo, 
President-Elect of the American Medical Association. 

Mr. Caples, reporting on the progress revealed in the recent 
industrial health survey by the National Association of Manv- 
facturers, said that the high value put on the individual is no 
where more evident than in the development of modem 
industrial health programs. Mr. Knight urged the medical pro 
fession to take the lead in improving the present system of 
medical care, adding that “industrial workers will look at any 
plan with open eyes.” Dr. McCormick, declaring that “there is 
no such thing as good bulk medicine,” said that both labor and 
industry will benefit from the unlimited medical advances that 
are possible under the system of free enterprise. 


In a panel on occupational cancer, Dr. May R. Mayers of 
New York, chairman of the Council’s Committee on Occup 
tional Cancer, stressed the necessity for complete occupational 
histories and long-term studies and controls. Mr. Saul Harn 
of the New York State Department of Labor's Division of In- 
dustrial Hygiene, urging closer attention to the proper orients 
tion of workers, reported that the widespread increase in the 
use of x-ray, fluoroscopic, and radium-activated equipment has 
made exposure to radiation a growing problem in both industrial 
and community environments. Dr. George T. Pack, attending 
surgeon, Memorial Cancer Center, New York, said that a single 
injury is not likely to be the direct cause of cancer. 

A joint conference of the Council on Industrial Health and 
representatives of the state medical societies took place on the 
opening day of the congress, which was devoted to organizational 
matters, Council reports, and reports from the field. 
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FEDERAL MEDICAL LEGISLATION 


Factory Inspection Under Federal Food and Drug Act 


Senator Humphrey (D., Minn.) in S. 601 would authorize 
ynannounced inspections of factories following written notice. 
The Supreme Court recently ruled that Federal Food and Drug 
Administration inspectors could not make inspections without 


permission. 


Limiting Period of Service Within the Armed Forces 


Any person called heretofore or hereafter under any law re- 
lating to the Selective Service System would have his period 
of obligatory duty reduced by the amount of time spent on active 
duty, by a bill, H. R. 1822, introduced by Congressman Gross 
(R., lowa) and referred to the Armed Services Committee. The 
author states that this would apply to all physicians called to 
active duty even though they may have been in the reserves. 


National Compulsory Health Insurance 


Congressman Dingell (D., Mich.) in H. R. 1817 proposes a 
comprehensive insurance and health bill similar to proposals 
before previous congresses. There are seven separate titles, as 
follows: (1) federal aid for medical education (medical, dental, 
public health, nursing, sanitary engineering, and hospital admin- 
istration, including grants for instruction, for construction and 
equipment, for schools, and for practical nurse training); (2) 
medical research; (3) hospital surveys and construction, extend- 
ing the Hill-Burton Act to 1961; permitting use of federal funds 
for the construction of facilities for group medical and dental 
practice; and making funds available to cooperative nonprofit 
groups that would operate hospitals, public health centers, 
or facilities for group practice; (4) special aid for rural and other 
shortage areas, including assistance to farmers’ experimental 
health cooperatives; (5) grants to individual states for local 
public health units; (6) research in child life and grants for ma- 
ternal and child health programs and crippled children’s serv- 
ices; and (7) compulsory prepaid health insurance. In general, 
this follows the provisions for compulsory payroll deduction 
schemes developed over the past 10 years. This bill was referred 
to the Interstate and Foreign Commerce Committee. 


Tax Deduction for Wigs 


Congressman Zablocki (D., Wis.) proposed in H. R. 1869 to 
allow deductions for the cost of wigs (transformations) from 
taxable income in computing income tax under the medical ex- 
pense section. To be eligible for this deduction, the applicant 
must be “seriously handicapped” in his occupational field by the 
loss of hair. 


Permanent and Total Disability Insurance 


Congressman Rhodes (D., Iowa) in H. R. 2000 would amend 
the social security law to include payments of disability benefits 
to those unable “to engage in any substantially gainful activity 
by reason of any medically determinable physical or mental 
impairment which can be expected to be permanent, or blind- 
ness.” The benefits would be equal to retirement benefits. The 
bill does not specify how such disability would be determined; 
thus by implication this is left to the discretion of the Admin- 
istrator of the Federal Security Agency. This measure was re- 
ferred to the Ways and Means Committee. 


Lengthening Presumption-of-Service-Connection Period 
for Chronic and Tropical Diseases 


The period of presumption of service connection for chronic 
and tropical diseases would be extended in S. 609 by Senator 
Sparkman (D., Ala.) to three years after separation from mili- 
tary service instead of one year, as under the present law. This 
is identical to H. R. 25 and H. R. 1573, which have been pre- 
viously reported. This bill was referred to the Armed Services 
Committee. 





The summary of federal legislation was prepared by the Washington 
Office of the American Medical Association and the summary of state 
legislation by the Bureau of Legal Medicine and Legislation. 
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Additional Veterans Administration Beds 


Congressman Rhodes (D., Pa.) in H. R. 2001 proposes to 
authorize the Administrator of the Veterans Administration to 
construct facilities to provide approximately 25,000 hospital 
beds. The measure was referred to the Veterans Affairs Com- 
mittee. 


Study of Accident and Health Insurance 


Congressman Multer (D., N. Y.) in H. Res. 57 proposes to 
create a select committee of nine members of the House to study 
the operation of accident, health, and hospital insurance. The 
committee would make preliminary reports from “time to time” 
and submit final recommendations before the close of the pres- 
ent Congress. In H. Res. 58 the same author asks for $100,000 
to finance this study. The measure was referred to the Rules 
Committee. 


Outlawing of Treaties and Executive Agreements 
That Would Supersede U. S. Laws 


A resolution to outlaw treaties and executive agreements that 
would supersede the laws of the United States, H. Res. 147, by 
Congressman Gross (R., Iowa) is identical with S. J. Res. 1, 
previously reported and H. J. Res. 132 (Lantaff, D., Fla.) and 
is similar to a number of other House measures. This measure 
was referred to the Judiciary Committee. 


Problems of the Aged 


Congressman Doyle (D., Calif.) in H. Res. 69 proposes to 
create a select committee on the problems of the aged that would 
report to the House during the present Congress the “results 
of investigation and study together with such recommendations 
as it deems advisable.” This is identical with H. Res. 13 (Boll- 
ing, D., Mo.), H. Res. 17 (Elliot, D., Ala.), H. Res. 20 (Hesel- 
ton, R., Mass.), and H. Res. 84 (Yates, D., IIl.). 


STATE MEDICAL LEGISLATION 


Arkansas 


Bills Introduced.—H. 190, proposes to require each applicant for a mar- 
riage license to present a certificate from a licensed physician stating that 
the applicant has undergone a physical examination and is not infected 
with syphilis in a communicable stage. S. 96, proposes to make it unlawful 
for any board of education, board of health, or other public authority to 
compel by resolution, order or proceeding of any kind the vaccination of 
any person of any age or to make vaccination a condition precedent to 
the attendance at any public or private school in the state, either as pupil 
or teacher. 


California 


Bills Introduced.—A. 1001, proposes to authorize the board of medical 
examiners to create a physical therapy examining committee and defines 
physical therapy as the treatment of any bodily or mental condition of 
any person by the use of the physical, chemical and other properties of 
heat, light, water, or electricity or massage and active, passive, and resis- 
tive exercise and the application of cataphoresis only when such applica- 
tion has been prescribed by a physician and surgeon. The use of roentgen 
tays and radium for diagnostic and therapeutic purposes and the use of 
electricity for surgical purposes, including cauterization are not authorized 
under the term “physical therapy” and a license under the proposal would 
not authorize the diagnosis of disease. A. 1376, proposes to authorize the 
board of medical examiners to require the petitioner to pass an oral exam- 
ination when the petitioner has applied for the setting aside of a prior 
disciplinary penalty. A. 1383, to amend the Business and Professions Code 
relating to the healing arts, proposes to authorize physicians with valid 
visitor’s visas issued by the United States of America, who seek post- 
graduate study in an approved medical school to participate in the pro- 
fessional activities of the department in the approved medical school to 
which they are appointed. Such permission, however, would not authorize 
the visiting physician to treat the sick or afflicted or receive compensation 
therefor or otherwise engage in or offer to engage in the practice of 
mediicne and surgery. A. 1384, proposes to make gross immorality or the 
commission of any criminal act involving moral turpitude an act of un- 
professional conduct for which a license may be revoked. A. 1697, pro- 
poses the creation of a California commission on alcoholism to study and 
investigate the economic and social problems involved in alcoholism. 
A. 2185, proposes the creation in the department of professional and voca- 
tional standards of an board in psychology and defines psychol- 
ogy as the science of an individual’s reaction to internal impulses or 
external stimuli, including the investigation of his mental aptitudes and 
capacity, preferences and mental attitudes, and his behavior tendencies 
and behavior. S. 553, proposes to authorize the use of the injunctive pro- 
cess to prevent the unlicensed practice of the healing arts. S. 1183, proposes 
the creation in the department of professional and vocational standards of 
a board of vocational nurse examiners with authority to examine and 
license applicants desiring to practice as a psychiatric technician, S. 1438, 
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to amend the law relating to dangerous drugs, proposes that no prescrip- 
tion for dangerous drugs may be refilled except upon the authorization 
of the prescriber which may be given at the time of filling the prescription 
or by the nurse or other duly authorized agent in charge of the prescriber’s 
Office during his absence. 


Connecticut 


Bills Introduced.—H. 117, proposes the creation of a state board of ex- 
aminers for physical therapists and defines physical therapy as the treat- 
* ment of any bodily or mental condition of any person by the use of the 
physical, chemical, and other properties of heat, light, water, electricity, 
and sound; massage and therapeutic exercise, which consists of progressive 
relaxation, assistive, active, resistive, and passive movements, exercises for 
postural defects, breathing exercises, antepartum and postpartum exercises, 
progressive resistive exercises, stretching, individual muscle reeducation, 
coordination and rhythm exercises, exercise by means of mechanical appa- 
ratus, ambulation training with or without braces, crutches or prosthesis; 
and functional training in activities of daily living, including physical re- 
habilitation procedures. The term “physical therapy” does not include the 
use of electricity for surgical purposes or cauterization or the use of 
roentgen rays or radium for diagnostic or therapeutic purposes. H. 128, 
proposes to permit candidates for a license to practice medicine to present 
character references from reputable persons who are not citizens of Con- 
necticut; to permit the issuance of registration to practice medicine and 
surgery to qualified physicians who are not residents of the state; and to 
increase the income of the board needed for its operation. H. 230, pro- 
poses the appointment of a catastrophic illness board to develop standards 
for the administration of the act and, in particular, standards relating to 
reasonable charges for various types of treatment and medication. H. 279, 
proposes the enactment of a non-occupational disability benefits act. H. 282, 
proposes to require applicants for motor vehicle operators licenses to 
present certificates from a physician certifying freedom from any disease 
or disability which would render the applicant incapable of operating a 
motor vehicle with safety to himself and to the public. H. 407, proposes 
that whenever any person shall die, other than a coroner’s case, no physi- 
cian shall conduct or assist in conducting a m examination upon 
the body of the diseased person without first obtaining the written consent 
of which ever one of the following assumes custody of the body for pur- 
poses of burial: father, mother, husband, wife, child, guardian, next of kin, 
friend, or any person charged by law with the responsibility for burial. 
The written consent may be by telegram. The proposal also provides that 
if the physician who is to conduct the postmortem examination, after due 
diligence and inquiry, shall be unable to locate any such person authorized 
to give written consent as provided for in the proposal, such postmortem 
examination may be made without the written consent provided for but 
only after a reasonable time, which shall be not less than 12 hours but in 
no event need exceed 48 hours after death. H. 435, proposes to authorize 
the Connecticut medical examining board in its discretion, and pursuant 
to such regulations as it may prescribe, to issue permits to physicians who 
are ineligible to be licensed to practice in Connecticut because they gradu- 
ated from foreign medical schools. Such permits to be for the purpose of 
taking additional education. S. 61, to amend the workmen’s compensation 
act, proposes to authorize an injured employee to select to treat him any 
practitioner authorized to practice under the act by the industrial commis- 
sion who is licensed to practice in the State of Connecticut. S. 80, proposes 
to require persons applying for any position involving the handling of 
foods or beverages to be examined by a physician licensed to practice 
medicine in the state, and to present a certificate executed by such physi- 
cian, stating that the applicant is free from any contagious disease. S. 82, 
proposes the establishment of a mental health council to recommend to the 
governor such legislation as will in its judgment improve the care and 
treatment of mentally ill and mentally deficient persons. S. 218, to amend 
the law relating to chiropractic reciprocity certificates, proposes to author- 
ize the licensing without examination of chiropractors who are licensed in 
any province in Canada. S. 345, proposes to make it unlawful for an 
employer to require any employee or applicant for employment to pay 
the cost of a medical examination or the cost of furnishing any records 
as a condition to employment. S. 369, proposes to authorize the delivery 
of certain dead bodies for anatomical study purposes to Yale University 
and the University of Connecticut under supervision of the State Heaith 
Department. S. 371, proposes that within 10 days of the date an intern, 
house officer, or resident physician is appointed or employed by any hospi- 
tal or institution of the state, the superintendent thereof shall notify the 
state department of health of the name of such intern, house officer, or 
resident physician, the name and location of the medical school of which 
he graduated, the year of graduation, and such other information as may 
be required on forms to be supplied by the department. S. 372, proposes 
to authorize waiving the permanent residence requirement for medical 
licensure in the case of persons who have met the other requirements 
stated andwho are taking theirintern or residency training in a hospital or 
institution located in Connecticut and approved for training by the Ameri- 
can Medical Association. S. 373, proposes an appropriation to the state 
board of examiners for nursing to establish a se fund for nursing 
education. S. 377, to amend the premarital examination law, proposes to 
authorize the physical examination to be made by Canadian physicians 
or by commissioned medical officers in the armed forces or the Public 
Health Service of the United States. 


Georgia 

Bills Introduced.—H. 135, and S. 34, propose the enactment of a law 
for the examining and licensing of practical nurses. H. 154, proposes the 
enactment of a hospital lien law. H. 195, proposes to authorize the state 
board of health to promulgate rules and regulations necessary to protect 
the public health against tuberculosis and to provide isolation 


or quarantine or both of persons known to have contagious tuberculosis. 
H. 197, proposes a complete and comprehensive vital statistics law for the 
state which, among other things, defines the term physician as meaning a 
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person legally authorized to practice medicine or osteopathy in Georgia 
H. 373, proposes to make it unlawful for any employer to require an em. 
ployee or applicant for employment to pay the cost of a medical examing. 
tion or the cost of furnishing records required by the employer as a con- 
dition for employment. 


Illinois 


Bills Introduced.—H. 5, proposes the repeal of the existing workmen's 
compensation act and the enactment of a new compensation act Covering 
accidental injuries and occupational diseases. S. 22, proposes the establish. 
ment of a research and teaching cancer hospital for the diagnosis and 
treatment of residents of the state who are suffering from or threateneg 
with cancer. 


Iowa 


Bills Introduced.—H. 99, to amend the state income tax law, proposes 
that taxpayers may deduct from gross income money expended for himself 
and his dependents for medical, surgical, or hospital expenses incurred o; 
paid during the year for which he was not reimbursed by insurance. H. 199, 
to amend the workmen’s compensation act, proposes to authorize em. 
ployees to be allowed payment for services rendered for chiropodists, 
S. 47, to amend the medical practice act, proposes, among other things, 
that a physician serving in a residency approved by the board of medical 
examiners under the supervision of a licensed practitioner of medicine 
shall be required to obtain a license or in lieu thereof to obtain a tempo- 
rary or special license as a resident physician. A temporary or special 
license would be limited to one year and may be renewed from year 
te year for not more than three years of hospital service as a resident 
physician. The board of medical examiners may waive the citizenship 
requirements or declaration of citizenship requirements of foreign students 
who are in the state for training and study if they are admitted under 
proper visas of the state department as students. S. 150, proposes the 
appointment of a state commission on alcoholism. 


Maine 

Bills Introduced.—H. 76, proposes to authorize an optometrist duly 
licensed under the laws of the state to prefix the title “Doctor” or the 
letters ““Dr.”’ to his name when accompanied by the word “Optometrist.” 
H. 206, proposes that alcoholism is an acute problem requiring such 
efforts as may reasonably be made in the treatment thereof and authorizes 
the department of health to take such action as they may deem necessary 
to assist in bringing about the reduction in alcoholism. H. 224, to amend 
the workmen’s compensation act, proposes that services to be supplied 
by the employer shall include services of medical physicians, surgeons, 
osteopathic physicians, and chiropractors, provided such services are rea- 
sonable and proper and within the scope of the practice rights of such 
practitioners as defined by law. H. 232, proposes additional educational 
requirements for chiropractors, by proposing that after 1957 candidates for 
licensure shall be required to present transcripts from an accredited col- 
lege or university certifying that they have completed one year of pre- 
professional work, two subjects of which must be English and biology. 


Massachusetts 


Bills Introduced.—H. 1516, proposes an act to regulate animal experi- 
mentation. Under the proposal licenses would be issued by the commis: 
sioner of public safety. H. 1822, proposes to authorize the trustees of the 
University of Massachusetts to establish one or more graduate schools for 
instruction in the basic medical sciences. H. 2059, proposes to authorize 
the board of registration in medicine to license and examine applicants 
desiring to practice as registered physical therapists and defines physical 
therapy as the treatment of any bodily or mental condition of any person 
by the use of the physical, chemical, and other properties of heat, light, 
water, electricity, massage, and active and passive exercise. The use of 
roentgen rays and radium for diagnostic or therapeutic purposes and the 
use of electricity for surgical purposes including cauterization are not 
authorized. H. 2063, proposes to authorize the board of registration in 
medicine to license and examine applicants desiring to practice corrective 
therapy which is defined to mean exercise therapy, corrective physical 
education and physical reconditioning. 


Michigan 


Bills Introduced.—H. 5, to amend the law relating to divorce, proposes 
that incurable insanity existing for a period of not less than five years 
after judicial commitment to an institution shall constitute a ground for 
divorce. S. 1045, to amend the vital statistics law, proposes that no physi- 
cian shall affix his signature to any certificate of death unless he shall 
have first viewed the body after death. S. 1063, proposes the enactment 
of a Michigan employees disability benefits act. 


Minnesota 


Bills Introduced.—H. 169, proposes the enactment of a Minnesota dis- 
ability benefits act. S. 170, to amend the law relating to osteopathy, pro- 
poses to define osteopathy as a complete school of medicine and surgery 
which is based upon the fundamental principles of the osteopathic concept. 
The proposal would change the state board of osteopathy to the state 
board of osteopathic examiners and would authorize licentiates to practice 
medicine, minor surgery and obstetrics as osteopathic physicians and sur 
geons. S. 361, proposes to authorize nonprofit medical service plans to in- 
clude services rendered by doctors of dentistry. S. 418, proposes to require 
applicants for a license to drive a school bus to take a physical examination 
which must show freedom from communicable diseases or mental or physi- 
cal conditions of intermittent or continuing nature that reasonably affect 
his ability to operate a school bus. 
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Montana 

Bills Introduced.—H. 74, proposes an act for the examining and licensing 
for professional nurses and Practical nurses. H. 99, proposes that no person 
having tuberculosis in a communicable form or who is a typhoid carrier 
or who has syphilis in a communicable form shall conduct, operate or be 
employed in or about any eating place or any business in which foodstuffs 
or products are handled. H. 103, proposes the enactment of a Montana 
occupational disease disability act. H. 138, Proposes to make it unlawful 
for any employer to require any employee or applicant for employment to 
pay the cost of a examination or the cost of furnishing any records 
of such examination as a condition of employment. H. 218, to amend the 
medical practice act, proposes to authorize the board of medical examiners 
to annul and revoke any license or certificate issued to any physician who 
has filed his declaration of intention to become a citizen and who there- 
after fails to become naturalized within the time and manner provided for 
and prescribed by Congress. 


Nevada 

Bills Introduced.—A. 23, proposes the creation of a Nevada state board 
of examiners of naturopathic physicians. Under the proposal naturopathy 
would exclude the use of major surgery, x-ray, and radium for therapeutic 
purposes and use of drugs with the exception of those substances which 
are assimilable, contain elements of compounds which are components of 
bodily tissues, and are usable by bodily processes for maintenance of life. 
Naturopathy is defined to mean the use and practice of psychological, 
mechanical, and material health sciences to aid in purifying, cleansing, and 
normalizing human tissues for the preservation or restoration of health, 
according to the fundamental principles of anatomy, physiology, and ap- 
plied psychology, @s may be required; naturopathic practice employs, 
among other agencies, phytotherapy, suggestotherapy, zone-therapy, bio- 
chemistry, physical therapy, psychotherapy, manual and digital therapy, 
x-ray for diagnostic purposes; botanical therapy, their derivatives and com- 
pounds; diagnosis and treatment of human, physical and mental ills, dis- 
eases, traumas, and deformities, by the use, prescription, and dispensing 
of substances of plant, animal, or mineral origin, as are naturally found 
in and required by the human body; herbs, plants, roots, barks, their 
diffusion and extraction; cell salts, tissue remedies, mineral and vegetable 
oils, antiseptics, germicidal and bacteriostatic agents, and other agents or 
methods; first aid and minor matters, hygiene and sanitation; penetration 
of the skin for diagnostic purposes and vitamin, mineral, hormone, and 
endocrine therapy; and other agents for the purpose of rehabilitation and 
restoration to normalcy, as now or hereafter taught in naturopathic schools, 
colleges, or universities. A. 26, proposes the creation in the state depart- 
ment of health of a division of postmortem examination and provides for 
the appointment of a chief medical examiner to be the head of such de- 
partment. The chief medical examiner would be required to hold a degree 
of Doctor of Medicine from a medical school accredited by the American 
Medical Association, he shall be fully licensed to practice medicine in 
Nevada and he shall have had at least two years of postgraduate training 
in pathology. The proposal also authorizes the state health officer to ap- 
point deputy medical examiners for each county in the state. The law 
relating to coroners would be specifically repealed. A. 48, proposes to 
require each applicant for a marriage license to present a certificate from 
a duly licensed physician indicating freedom from syphilis in a communi- 
cable stage. S. 42, proposes to require all physicians to immediately report 
to the state board of health in writing, the name, age, and address of 
every person diagnosed as a case of epilepsy or similar disorder charac- 
terized by lapses of consciousness. 


Tennessee 


Bills Introduced.—H. 87, proposes that a hospital shall have a lien for 
the reasonable charges for hospital care, treatment, and maintenance of an 
injured person upon any and all causes of action accruing to the person 
to whom such care, treatment, and maintenance was furnished on account 
of injuries giving rise to such causes of action or claims and which neces- 
sitated such hospital care, treatment, and maintenance. S. 60, to amend 
the law relating to chiropodists, would expressly permit chiropodists to 
prescribe, use, and administer barbital drugs in the practice of his 


profession, 


Texas 


Bill Introduced.—H. 12, proposes that upon passage of this proposal 
all licenses to practice medicine issued by the state board of medical 
examiners pursuant to examination would become temporary and would 
automatically expire three years after the date of issue unless the appli- 
cant entered medical school prior to the date of this act. The proposal 
then contains a statement of procedure whereby these temporary licenses 
may be made permanent, conditioned, chiefly, upon the applicant pre- 
Senting evidence that he has practiced medicine in a city, town, or village 
in the state of less than 2,500 population for at least 12 months. 


Utah 


Bill Introduced.—S. 57, to amend the law relating to the revocation of 
professional licenses proposes to authorize the department of registration 
‘o revoke a license for any gross negligence, incompetency, or misconduct 
in the practice of the profession or business for which a license, certifi- 
cate, permit, student card, or apprentice card has been issued. 


Wyoming 

_ Bill Introduced.—S. 22, proposes that each hospital, research educational 

institution, agricultural experiment station, manufacturing establishment, 

or other institution or place of business or process where radioactive 
or materials are manufactured, processed, or refined, shall be 

Tegistered with the state department of public health. 
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PUBLIC APPROVAL GIVEN A. M. A. 
CONVENTION TELECASTS 


The interest of the public in the progress of medical science 
and the public relations benefits and educational potentalities 
of scientific television programs were dramatically proved by 
the two telecasts presented during the American Medical Asso- 
ciation’s Clinical Session in Denver last December. According 
to recently completed surveys, more than 12 million persons, 
including from 55,000 to 60,000 physicians, saw the half-hour, 
coast-to-coast telecasts. The number of persons who viewed the 
programs, called “The March of Medicine,” was almost double 
the number who saw two similar telecasts presented during the 
June convention in Chicago. The shows were sponsored by 
Smith, Kline and French Laboratories, a Philadelphia pharma- 
ceutical firm. The first of the two programs was carried over 48 
NBC television stations. The second show was carried over 65 
stations, making it the largest single-network coverage of any 
program up to that time. 

American Research Bureau ratings listed the Dec. 2 show 
at 34.7, with an audience of 11,592,000. The Dec. 4 show was 
given a rating of 23.7, with an audience of 9,936,000. Neilsen 
ratings listed the Dec. 2 show at 42.3 and the Dec. 4 show at 
31.9. Neilsen calculated that the programs reached 6,076,000 and 
5,816,000 homes, respectively. To show the phenomenal appeal 
of the shows, comparable Neilsen ratings for some of the well- 
known national television programs are: “Meet the Press,” 14.1; 
“See It Now,” 17.2; “Omnibus,” 26.1; and Arthur Godfrey, 55.6. 

To determine how physicians regarded such telecasts as a 
medium of public relations, the A. M. A. made a survey of 
5,218 doctors after the programs. Of those who replied, 65% 
had seen at least one of the shows. Eighty-eight per cent of 
these physicians found the programs interesting, 71% felt they 
were useful to doctors, 88% thought them useful to the public, 
73% received comments from friends and patients, and 87% 
urged continuance of the series. 


THE NEW YORK ANNUAL MEETING 


MEETING PLACES 


Unless some now unforeseeable circumstance should arise to 
necessitate a change, the meetings of the Sections of the Sci- 
entific Assembly at New York will be held in various hotels an 
Tuesday, Wednesday, and Thursday, June 2, 3, and 4, 1953, as 
follows: 


Internal Medicine 
Pediatrics Commodore Hotel, Grand Ballroom 


Experimental Medicine and Thera- 
peutics 


General Practice Biltmore Hotel, Ballroom 


Gastroenterology and Proctology 


Nervous and Mental Diseases New Yorker Hotel, Grand Ballroom 


Ophthalmology 
Association for Research in Ophthal- Waldorf-Astoria Hotel, Astor 
mology Gallery 


Anesthesiology 
Laryngology, Otology and Rhinology Waldorf-Astoria Hotel, Jade Room 


Preventive and Industrial Medicine 
and Public Health Waldorf-Astoria Hotel, Basildon 
Miscellaneous Topics: Allergy Room 


Orthopedic Surgery Belmont Plaza Hotel, Moderne 
Radiology Room 


Pathology and Physiology 


Dermatology and Syphilology Belmont Plaza Hotel, Baroque Room 


Obstetrics and Gynecology 
Surgery, General and Abdominal Town Hall 


Urology 
Military Medicine 


The General Scientific Meetings will be held in the Grand 
Ballroom of the Commodore Hotel all day Monday, June 1, 
and on Friday morning, June 5. 

Color Television will be shown in the Hendrick Hudson Room 
of the Roosevelt Hotel, and the motion picture program will 
be held in the Bowman Room of the Biltmore Hotel. The Scien- 
tific Exhibit and the Technical Exposition will be housed in 
the Grand Central Palace. 


Hotel Astor, North Ballroom 
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ARKANSAS 


Grant for Cardiology and Endocrine Study.—A $7,000 grant 
was received by the University of Arkansas School of Medicine, 
Little Rock, from the Arkansas Heart Association for study of 
the relation between chronic heart disease and disorders of the 
endocrine glands under the supervision of Dr. Benjamin B. 
Wells, professor of medicine. Among those participating in the 
study will be Drs. James T. Wortham, Paul Starr, Owen W. 
Beard, James E. Doherty, and O. Boyd Houchin, Ph.D. 


CALIFORNIA 


Cardiac Resuscitation Committee on Tour.—The Los Angeles 
County Heart Association is sponsoring tours made by its 
Cardiac Resuscitation Committee to hospitals and medical soci- 
eties to demonstrate resuscitation methods during surgery. It is 
the aim of the committee to reach every physician in the com- 
munity and to lecture to groups in allied fields. 


Dr. Philip M. Savage Sr. Honored.—The Lions Club of San 
Bernardino recently paid tribute to Dr. Philip M. Savage Sr. at 
a luncheon meeting. Among those on the program were Dr. 
Virgil M. Pinkley, retired county hospital superintendent, and 
Dr. Roger A. Vargas, retiring president of the San Bernardino 
County Medical Association. Dr. Savage served for many years 
as county hospital superintendent. 


Regional Institute in Santa Rosa.—The California Medical 
Association announces the annual North Coast Counties 
Regional Medical and Surgical Institute, which will be held 
Feb. 26-27 in the Veteran’s Memorial Auditorium, Bennett 
Avenue, Santa Rosa. Among the subjects to be discussed are 
rheumatic fever, poliomyelitis, arthritis, anemia, cancer, in- 
testinal obstruction, endocrine problems of adolescence, periph- 
eral vascular surgery, and office procedure in gynecology. 
Round-table luncheons will be held each day, 12:30-1:45 p. m. 
On Thursday Dr. Carl E. Anderson, president, Sonoma County 
Medical Society, will serve as toastmaster at a dinner (6:30- 
10:30 p. m.) at the Sonoma Mission Inn, at which Dr. Ian G. 
MacDonald, Los Angeles, will talk on “Cancer Detection and 
Therapy.” 


GEORGIA 

Appreciation Day.—In honor of their long service, Dr. William 
H. Bowdoin and Dr. James R. Trammell Appreciation Day was 
recently set aside by mayoral proclamation. A reception in the 
Statham High School gymnasium was the feature of the day. 


Conference of Presidents and Secretaries.—The Medical Associ- 
ation of Georgia will hold a special conference of presidents 
and secretaries of all district and county medical societies Feb. 
22 in the Academy of Medicine, 875 W. Peachtree St., N. E., 
Atlanta. Mr. Sid Wrightsman Jr., Atlanta, executive secretary 
of the association, will open the session with a talk on “What 
Is the MAG?” which will be followed by a discussion of “The 
Woman’s Auxiliary” by Mrs. Ralph Fowler, Marietta, president 
of the MAG Auxiliary. At 10:45 a. m. Mr. Thomas Hendricks, 
Chicago, will talk on “The A. M. A. and Your Society,” and at 
11:15 a. m. Dr. Cyrus H. Maxwell, Washington, assistant di- 
rector, A. M. A. Washington Office, will discuss “Your Stake in 
the 83rd Congress.” At 2 p. m. there will be a panel discussion 
on “Function of the District Society,” with Dr. Charles H. 
Richardson Jr. of Macon as moderator, followed by a panel 
discussion on “Organization of County Society,” in which Dr. 
Lawrence Lee, Savannah, will serve as moderator. 





Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 
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ILLINOIS 


Narcotic Violation—Dr. Harry M. Menton, 150314 15th St 
Moline, was convicted in the U. S. District Court at Peoria for 
a violation of the federal narcotic law and on Jan. 12 was 
sentenced to a term of two years. 


Lecture in Winnetka.—On March 4 at 8 p. m. Dr. Joseph G 
Kepecs, associate psychiatrist, Institute for Psychosomatic and 
Psychiatric Research and Training, Michael Reese Hospital 
Chicago, will speak on “The Skin” at the North Shore Health 
Resort, 225 Sheridan Rd., Winnetka, as part of a series of 
lectures on “Understanding Psychosomatic Disorders.” 


Acting Dean Appointed.—Dr. Roger A. Harvey, professor of 
radiology, University of Illinois College of Medicine, Chicago 
has been appointed acting dean of the college of medicine suc. 
ceeding Dr. Stanley Olson, who became dean of the College of 
Medicine at Baylor University, Houston, Texas. Dr. Harvey, 
who is also head of the department of radiology at the univer. 
sity and radiologist-in-chief of the University of Illinois Research 
and Educational Hospitals, will continue in both these capacities, 
He will serve as acting dean until a new dean is appointed, but 
no later than Sept. 1. Dr. Harvey has headed the medical beta- 
tron project since its inception in 1948. He was associated with 
the University of Rochester from 1940 to 1946 and during 
World War II did research work for the Manhattan (atomic 
bomb) project. He has continued as consultant to the Atomic 
Energy Commission. 


Chicago 

Society News.—The Chicago Society of Physical Medicine and 
Rehabilitation will meet in lecture room A, Stritch School of 
Medicine of Loyola University, 2706 Wolcott St., Feb. 25 at 
8 p. m., to hear “Some Physiological Effects of the Cold Hip 
Bath” by Arthur H. Steinhaus, Ph.D., professor of physiology, 
George Williams College. 


Dr. Sidney Portis Goes to California——Dr. Sidney A. Portis, 
clinical associate professor of medicine, University of Illinois 
College of Medicine since 1936, has become affiliated with the 
Beverly Hills Clinic (133,S. Lasky Dr., Beverly Hills, Calif.) 
as head of its department of gastroenterology. Dr. Portis, who 
was attending physician at Cook County Hospital, 1926-1938, 
and senior attending physician at Michael Reese Hospital, was 
medical chief of psychosomatic service at Michael Reese and 
also served on the advisory board of the Institute for Psycho- 
analysis. 


Gynecologic Meeting.—At the meeting of the Chicago Gyneco- 
logical Society at the Knickerbocker Hotel, Feb. 20, presenta- 
tions were made on “The Immediate Effects of Prolonged Labor 
with Forceps Delivery, Precipitate Labor with Spontaneous 
Delivery and Natural Labor with Spontaneous Delivery on the 
Child” by Drs. Beatrice E. Tucker and Harry B. Benaron and 
“The Remote Effects of Prolonged Labor with Forceps Delivery, 
Precipitate Labor with Spontaneous Delivery and Natural Labor 
with Spontaneous Delivery on the Child” by Drs. Benaron and 
Tucker and Dr. Meyer Brown, Dr. Vida B. Wentz, and George 
K. Yacorzynski, Ph.D. 


KENTUCKY 


County Officers’ Health Conference.—The third annual County 
Society Officers’ Conference will be held March 5 at the Brown 
Hotel in Louisville. Dr. Elmer Hess, Erie, Pa., will discuss fees 
and physician-patient relationships, and Mr. Aubrey D. Gates, 
field director of the A. M. A. Council on Rural Health, will 
speak on “Why Should M.D.s Want a County Rural Health 
Council?” Other subjects to be discussed will include stimulation 
of county society activity, press relations, abuses of voluntary 
health insurance, the physician’s responsibility in community 
affairs, and the physician’s interest in state legislation. 
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LOUISIANA 

Journal Changes Name.—With the January issue, the official 
organ of the Louisiana State Medical Society changed its name 
from the New Orleans Medical and Surgical Journal to the 
Journal of the Louisiana State Medical Society. The journal has 
been enlarged and its format modernized. 


Personal.—Drs. Edward L. King, professor emeritus of obstet- 
rics, Conrad G. Collins, professor of obstetrics and gynecology, 
and B. Bernard Weinstein, associate professor of clinical 
gynecology, faculty members of Tulane University of Louisiana 
School of Medicine, New Orleans, were awarded special di- 
plomas by the consul-general of Venezuela at New Orleans, 
for contributions in internal medicine. Dr. Louis Ochs Jr., 
clinical assistant professor of medicine, Louisiana State Univer- 
sity School of Medicine, New Orleans, was recently named chief 
of gastroenterology at Touro Infirmary, New Orleans. 





MARYLAND 

Medical Indexing.—The Medical Indexing Project in cooperation 
with the Maryland Section of the American Chemical Society 
and the American Documentation Institute will sponsor a one 
day symposium March 3 at the Welch Medical Library, Johns 
Hopkins University, Baltimore, on “Machine Techniques in 
Scientific Documentation.” Dr. Sanford V. Larkey, director, 
will present “History of the Welch Medical Indexing Project” 
during the morning session, and in the afternoon Mr. Eugene 
Garfield will explain “Machine Indexing, Machine Indexes and 
the Preparation of Printed Indexes by Machines.” The evening 
session (7:30-9 p. m.) will be devoted to round-table discussion 
of “Future Approaches to Scientific Documentation” by Mr. 
Eugene E. Miller, president, American Documentation Institute. 
There will be a $3 registration fee, which will include luncheon 
and morning coffee. 


MICHIGAN 

Annual Clinical Institute——The annual Michigan Clinical In- 
stitute will be held at the Sheraton-Cadillac Hotel, Detroit, 
March 11-13. Four surgical subjects will be discussed Wednes- 
day morning and six obstetric, gynecologic, and pediatric sub- 
jects Wednesday afternoon. Wednesday evening at 8:30 p. m. 
the Medical Civil Defense meeting will be addressed by Paul 
Aebersold, Ph.D., director, isotope division, Atomic Energy 
Commission, Oak Ridge, Tenn., on medical application of radio- 
active isotopes. Thursday morning will be devoted to a discussion 
of cancer, which will include presentation of the R. S. Sykes 
lecture, “Cancer in Childhood,” by Dr. Harold W. Dargeon, 
New York. Seven papers on surgery of trauma will be presented 
Thursday afternoon. A testimonial banquet in honor of Dr. 
Harry M. Nelson, Detroit, president of the American Cancer 
Society, which will be given in the Grand Ballroom at 6:30 p. m., 
will be preceded by a reception in the Pan American Room. Six 
heart and rheumatic fever subjects will be sponsored Friday 
morning by the Michigan Heart Association, in recognition of 
the annual Michigan Heart Day. In the afternoon six internal 
medicine papers will be presented. Discussion conferences will 
be held each day at noon in the Grand Ballroom. 


MINNESOTA 


Society News.—The Minnesota Obstetrical and Gynecological 
Society recently elected Dr. Arthur B. Hunt, Rochester, presi- 
dent and Dr. Arnold O. Swenson, Duluth, vice-president and 
reelected Dr. Rodney F. Sturley, St. Paul, secretary-treasurer. 


Diabetes Detection Campaign.—According to Dr. Frank J. Hill, 
commissioner of health, Minneapolis, the most successful of 
three diabetes detection campaigns was experienced in Minne- 
apolis during its recent drive, when 32,063 specimens were 
submitted, with 657 positive screenings. Dr. Hill reports that 
use of the Dreypak strip test method in 1952 simplified the work, 
reducing the actual laboratory procedure on each strip to a 
Matter of seconds. It is stated that at the peak of the load, one 
technician comfortably processed 7,000 strips in the normal 
work day. 
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MONTANA 


Oto-Ophthalmologists Will Meet in Butte—The Montana 
Academy of Oto-Ophthalmology will meet in a midwinter session 
Feb. 22-23 in Butte with Dr. Fritz D. Hurd, Great Falls, pre- 
siding. Montana physicians and surgeons are invited to attend 
the business and scientific sessions. The annual banquet, Feb. 22, 
will be preceded by a reception at the Casebeer Clinic. 


NEW YORK 


Roswell Park Lecture.—On Feb. 26 the Buffalo Surgical Society 
will sponsor the Roswell Park lecture by Dr. Warren H. Cole, 
professor of surgery, University of Illinois College of Medicine, 
Chicago. Dr. Cole will be awarded the society’s gold medal, 
being given for the sixth time, in honor of Dr. Roswell Park, 
professor of surgery, University of Buffalo, 1883-1914. 


Albany Medical College Appoints Dean.—Harold C. Wiggers, 
Ph.D., has been named dean of Albany Medical College to 
succeed Dr. James A. Campbell, who was recently appointed 
professor of medicine at the University of Illinois College of 
Medicine, Chicago. Dr. Wiggers, who was previously affiliated 
with Western Reserve University, Harvard Medical School, 
Columbia University, and the University of Illinois College of 
Medicine, will continue as professor of physiology and pharma- 
cology at Albany Medical College, a position that he has held 
since 1947. Dr. Wiggers is vice-president of the New York State 
Society of Medical Research and the Heart Association of 
Albany County. 


Personal.—Dr. Arthur G. Rodgers Jr., assistant director of 
Central Islip State Hospital since December, 1931, has been 
appointed director of Binghamton State Hospital to succeed Dr. 
Hugh S. Gregory. Dr. Durwood J. Smith, instructor at the 
University of Rochester School of Medicine and Dentistry, has 
been appointed professor of pharmacology at the University of 
Vermont College of Medicine, Burlington. Dr. Richard E. 
Banner has left private practice in Savannah to become senior 
tuberculosis physician at Hermann M. Biggs Memorial Hospital, 
Ithaca. Dr. John P. Ruppe, staff physician at Veterans Ad- 
ministration Hospital, Sunmount, has been appointed hospital 
medical management advisor in the division of tuberculosis 
control, state health department. Dr. Ruppe previously served 
as health officer of Alleghany and Botetourt counties in Virginia 
and as superintendent of the New York Eye and Ear Infirmary. 
Dr. Herbert Monheimer, associated with the General 
Electric Company Hospital in Schenectady for 10 years, has 
resigned from its medical staff to devote full time to the private 
practice of general psychiatry and psychoanalytic therapy. He 
will continue to act as consultant in industrial psychiatry and 
educational group therapy. The Association of State and 
Territorial Health Officers recently conferred the Arthur T. Mc- 
Cormack award on Dr. Earle G. Brown, commissioner of health, 
Nassau County, in recognition of 25 years of meritorious service 
in the field of public health. 

















New York City 
Cancer Meeting.—The New York Cancer Society invites physi- 
cians and medical students to attend its meeting on cancer 
chemotherapy March 3, 8:30 p. m., at the New York Academy 
of Medicine (Fifth Avenue at 103rd Street), where the following 
program will be presented: 
Evaluation of Folic Acid Antagonists in Treatment of Disseminated 
Cancer, Sidney Farber, Boston. 
Accomplishments of Nitrogen Mustards and Related Compounds, 
David A. Karnofsky, New York. 


Status of Preclinical Development of Cancer Chemotherapeutic Agents, 
George A. Carden Jr., New York. 


Dr. Alfred A. Gellhorn, New York, will lead the discussion. 


Morrisania Hospital Honors Four Physicians——The medical 
staff of Morrisania City Hospital recently honored four former 
members of the executive committee of the medical board, 
“whose scientific and cultural achievements have reflected dis- 
tinction on [the] institution, not only in this community but in 
the hospital world.” The honored guests were: Dr. Nathan B. 
Van Etten, past president of the American Medical Association, 
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the Medical Society of the State of New York, and the Bronx 
County Medical Society, who has had 62 years of medical prac- 
tice and has served the hospital as president of the medical 
board, director of medicine, and honorary consulting physician; 
Dr. J. Lewis Amster, who has been in practice for 50 years and 
is past president of the Bronx County Medical Society, past 
president of the medical board of the hospital, and an honorary 
consulting surgeon; and Drs. David Greenberg and George E. 
Milani, both of whom are also past presidents of the Bronx 
County Medical Society and who were promoted to active con- 
sulting physician and surgeon, respectively. Dr. Greenberg has 
served the hospital as director of medicine, and Dr. Milani as 
director of surgery. 


NORTH CAROLINA 

Society News.—The recently formed Charlotte Ophthalmological 
Society has elected the following officers: Dr. Herbert C. Neblett, 
president; Dr. James D. Stratton, vice-president; and Dr. 
Thomas D. Ghent, secretary and treasurer. Meetings will be 
held bimonthly. 


Postgraduate Courses.—Postgraduate courses sponsored by the 
University of North Carolina School of Medicine, Chapel Hill, 
and the Extension Division have been arranged at Lumberton 
with the Robeson County Medical Society as co-sponsor. On 
Feb. 25 Dr. Louis A. M. Krause, University of Maryland School 
of Medicine, Baltimore, will speak at 4 p. m. on “Gastrointestinal 
Problems Seen in General Practice” and at 7:30 p. m. on “Old 
Age—A Promise or a Problem.” On March 4 at 4 p. m. Dr. 
Alexander A. Weech, Children’s Hospital Research Foundation, 
Cincinnati, will discuss “Certain Aspects of Our Knowledge of 
Poliomyelitis” and at 7:30 p. m. “The Behavior Problems of 
Children.” The university has also arranged courses at Raleigh 
with the Wake County Medical Society as co-sponsor. On Feb. 
26 (4 p. m.) Dr. John Kingsley Lattimer, Columbia University 
College of Physicians and Surgeons, New York, will present 
“Modern Treatment of Kidney Tuberculosis,” and at 7:30 p. m. 
“Treatment of Tuberculosis in the Male Genital Tract.” On 
March 5 Dr. Weech will repeat the talks given March 4 at 
Lumberton. 


OHIO 
Medicolegal Program.—For its new graduate program in legal 
medicine, “Medical Aspects of Civil Litigation,” the School of 
Law at Western Reserve University, Cleveland, offers the 
following lectures in March: 

March 2, Herbert H. Johnson Jr., Skin Disease and Injury. 

March 9, Lorand V. Johnson, Eye Disease and Injury. 


March 16, Edward O. Harper, Traumatic Neuroses. 
March 23, George L. Sackett, X-Ray in Evidence. 


Hospital Awards to Physicians.—On behalf of the Maumee 
Valley Hospital, Toledo, Dr. Edward J. McCormick, Toledo, 
President-Elect of the American Medical Association, recently 
presented awards to the following physicians who had completed 
20 years of service to the hospital: Drs. Warren A. Baird, Walter 
W. Beck, Albert L. Bershon, Isadore R. Cohn, Warren W. 
Green, Philip Katz, Alpha R. Klopfenstein, and Frederick P. 
Osgood. 


OKLAHOMA 

Hospital News.—The Tulsa Child Guidance Clinic, which will 
be moved to the Junior League Children’s Convalescent Hospital 
March 1, will be housed in the new wing of the hospital and 
coordinated with other specialized clinics now being conducted 
there. Dr. Paul C. Benton, director of the Child Guidance Clinic, 
has also been named as medical director of the Junior League 
Children’s Hospital. 


TEXAS 

Meyer Bodansky Lecture.—The annual Meyer Bodansky lecture 
at the University of Texas Medical Branch, Galveston, will be 
given March 6 by Dr. Charles B. Huggins of the Ben May Cancer 
Laboratory, University of Chicago, who will speak on “The 
Adrenal and Cancer.” 
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Community Honors Negro Physician.—The city of Taylor in 
central Texas recently honored a Negro physician, Dr. James Les 
Dickey, as its outstanding citizen of 1952. An engraved Plaque 
given by four local civic clubs was presented to Dr. Dickey 
who has cared for the health of his people for 32 years, The 
59-year-old physician was especially honored for the work he 
has done toward eradicating typhoid fever, tuberculosis, and 
infant diarrhea among Negroes. 


WASHINGTON 

Society News.—At the annual meeting of the Walla Wall, 
Valley Medical Society, Dr. George A. Falkner was elected 
president, Dr. Ralph W. Stevens, vice-president, and Dr. Peter T. 
Brooks, secretary-treasurer. 


Narcotic Violation.—Dr. Gordon M. Parrott, Tacoma, pleaded 
guilty in the U. S. District Court at Tacoma to a violation of the 
federal narcotic law and on Sept. 8, 1952, was sentenced to a 
term of two years and placed on probation for a period of two 
years to commence after completion of his confinement. 


WEST VIRGINIA 

Cancer Meeting.—The annual meeting of the West Virginia 
Cancer Society will be held at the Daniel Boone Hotel, Charles. 
ton, Feb. 28 at 2 p. m. under the presidency of Dr. Hu C. Myers, 
Philippi. Dr. Paul R. Gerhardt of Albany, N. Y., director of the 
division of cancer control of the New York State Health Depart- 
ment, will speak at the dinner at 6:30 p. m. Dr. Gerhardt was 
formerly director of the Division of Cancer Control of the West 
Virginia State Department of Health. 


GENERAL 


Intern Alumni Association.—Former interns of the Morristown 
(N. J.) Memorial Hospital are asked to inform the hospital of 
their present address and status as soon as possible for the 
purpose of forming an Intern Alumni Association. 


Orthopsychiatric Meeting—The American Orthopsychiatric 
Association will hold its annual meeting at the Hotel Statler, 
Cleveland, Feb. 23-25, under the presidency of Morris Krug- 
man, Ph.D., New York. On Monday there will be symposiums 
on “Teaching Medical Psychology and Child Psychiatry in 
Pediatrics” and “Delinquency.” On Tuesday selected mental 
health films will be shown, and a symposium will be held on 
“The Education of Emotionally Disturbed Children.” The pro- 
gram on Wednesday will include symposiums on “Childhood 
Schizophrenia,” “Psychotherapy in a Camp Setting: Administra- 
tive Problems,” and “New Methods to Correct Reading Dis- 
abilities.” Registration fee for nonmembers, $5. 


Surgeons Meet in Atlanta.—The first joint meeting of the 
Atlanta Graduate Medical Assembly and the Southeastern 
Section of the American College of Surgeons will be held at 
the Biltmore Hotel, Atlanta, Feb. 23-25. On Monday morning 
there will be a symposium on trauma and Monday afternoon a 
panel discussion on “Problems of Anesthesia,” followed by a 
panel discussion on “Thrombosis and Embolism.” Josiah 
Crudup, Ph.D., president, Brenau College, Gainesville, Ga., and 
Dr. H. Prather Saunders, Chicago, associate director, American 
College of Surgeons, will be guest speakers at the dinner meeting 
Monday, which will be followed by a symposium on cancer. 
Tuesday afternoon will be devoted to a symposium on gyne- 
cology and a panel discussion on “Gastrointestinal Tract Bleed- 
ing.” A clinicopathological conference will conclude the Wednes- 
day afternoon session. The medical assembly and the college 
will hold separate sessions during much of the three days, but 
many late afternoon and evening symposiums and conferences 
have been arranged as joint sessions. The list of guest speakers 
includes: Drs. Samuel A. Levine, Chester S. Keefer, and Henry 
K. Beecher, Boston; Drs. George T. Pack and Frank Glenn, 
New York; Dr. Frederick A. Coller, Ann Arbor, Mich.; Dr. 
Henry A. Schroeder, St. Louis; Dr. Rubin H. Flocks, Iowa City; 
Dr. Robert M. Hosler, Cleveland; Drs. Paul R. Hawley and 
R. Kennedy Gilchrist, Chicago; and Dr. Robert S. Dinsmore, 
Cleveland. 
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Meeting on Forensic Sciences.—The American Academy of 
Forensic Sciences will hold its annual meeting at the Drake 
Hotel, Chicago, Feb. 26-28 under the presidency of Rolla N. 
Harger, Ph.D., Indianapolis. The following presentations will 
be made by physicians at the opening session: “Forensic 
Medicine Needs the General Pathologist,” Dr. Frank P. Cleve- 
land, Cincinnati; “Objectives in the Practice of Forensic Pathol- 
ogy,” Dr. Jacob Werne, New York; and “Pathology of Carbon 
Tetrachloride Poisoning,” Robert Teabeaut, Washington, D. C. 
Friday morning the section on forensic pathology will present 
a seminar on nontoxic forensic deaths with minimal anatomic 
evidence, in which the following topics will be discussed: 

Suffocational, Richard Ford, Boston. 

Neurologic, Lester Adelson, Cleveland. 

The Questionable Psychotraumatic and Allied Fields, Stanley H. Dur- 
lacher, New Orleans. 

Minimal and Maximum Limits in Survival and Death from Traumatic 
and Related Causes. Their Legal Acceptance Especially in the 
Presence of Other Major Pathologic Processes, Geoffrey T. Mann, 
Richmond, Va. 

On Friday morning before the section on forensic psychiatry 
Dr. Douglas Goldman, Cincinnati, will present “Scientific Proof 
of Cerebral Alterations” and Dr. Dwight M. Palmer, Columbus, 
Ohio, “Scientific Proof of Cerebral Impairment and Dysfunc- 
tion.” Among topics to be discussed during the Friday afternoon 
session are “Trauma, Stress and Heart Disease”; “Use of X-Ray 
as an Aid to Medico-Legal Investigation”; “Medical and Non- 
medical Techniques in the Identification of Human Remains”; 
“The Incidence and Significance of Sickle Cell Disease in Deaths 
Subject to Medicolegal Inquiry”; “Acute Interstitial Pneumonitis 
in Infancy”; “Basal Subarachnoid Hemorrhage and Trauma”; 
and “Identification of Blood by Precipitin Test.” 


Allergists Meeting in Boston.—The American Academy of 
Allergy will hold its annual meeting at the Hotel Statler, Boston, 
Feb. 26-28 under the presidency of Dr. Walter S. Burrage, 
Boston. The scientific session will be preceded by a postgraduate 
program, Feb. 24-25. “The Practical Management of Patients 
with Asthma” will be considered Tuesday afternoon (2-5 p. m.) 
in the Bigelow Surgical Amphitheatre, White Building, floor 3-A, 
Massachusetts General Hospital, Boston, and at 8 p. m. in the 
amphitheatre, Children’s Medical Center, 300 Longwood Ave. 
On Wednesday (9:30 a. m. to 4:30 p. m.) “Respiration and Tests 
of Pulmonary Function in Bronchial Asthma and Emphysema” 
will be discussed in Evans Memorial, Massachusetts Memorial 
Hospitals (65 E. Newton St.). Dr. William B. Castle, professor 
of medicine, Harvard Medical School, Boston, will talk on “Im- 
munological Aspects of Blood Dyscrasias” Thursday at 2 p. m. 
The session will close with a panel discussion on allergic re- 
actions to penicillin by Dr. William P. Boger, Philadelphia, Drs. 
William B. Sherman and Sheppard Siegal, New York, and Dr. 
Irving W. Schiller, Boston, with Dr. Bram Rose, Montreal, 
Canada, as moderator. The Friday morning session will conclude 
with a presentation on “Problems Concerned with the Interpre- 
tation of Side Reactions to Antibiotics” by Dr. Chester S. Keefer, 
Wade professor of medicine, Boston University School of Medi- 
cine. The president’s luncheon, which will be held Friday, 12:30 
p. m. in the Georgian Room, will be followed by a clinical con- 
ference, with the following collaborators: Dr. Alan G. Cazort, 
Little Rock, Ark., Dr. Leo H. Criep, Pittsburgh, Drs. Peter H. 
Knapp and Francis C. Lowell, Boston, Dr. George Piness, Los 
Angeles, Dr. J. Warrick Thomas, Richmond, Va., and Dr. Bram 
Rose. On Saturday there will be a symposium on “Individual 
Differences in the Development of Hypersensitiveness in Man 
and Animal” with Dr. Alwin M. Pappenheimer Jr., Boston, Dr. 
Bret Ratner, Merrill W. Chase, Ph.D., and Dr. David E. Silber- 
man, New York, as collaborators. 


Influenza Outbreaks.—According to the U. S. Public Health 
Service (Feb. 5) strains of influenza A’ virus have been re- 
covered from three localized outbreaks of influenza in New York 
State. The Children’s Hospital, Philadelphia, reports the isolation 
of influenza A’ virus from patients at the University of Penn- 
sylvania. Serologic evidence of influenza A was also obtained 
from two other patients in the Philadelphia area and from four 
Navy personnel from aboard ship, with onsets Jan. 9. The Ohio 
Department of Health reports influenza A’ virus isolated from 
persons in Columbus and Delaware, Ohio. At the Kansas State 
Department of Health, Topeka, influenza A’ was isolated from 
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two localities in Kansas. The Minnesota State Department of 
Health isolated several strains of influenza A’ and found sig- 
nificant rises in seven paired serum samples for influenza A’ since 
Jan. 9. On Jan. 28, Dr. Gerald E. McDaniel, South Carolina 
Board of Health, Columbia, reported a continued high incidence 
of influenza and upper respiratory disease in the state, but the 
peak apparently had been reached. In Alabama, schools began 
to close in the middle of January because of upper respiratory 
infections. Subsequent to this, a mild type of influenza occurred 
throughout the state, and for the week ended Jan. 31, over 18,000 
cases were reported. In Arkansas the peak in incidence of 
influenza apparently had been reached by Jan. 17. Most cases 
were mild, but exceptions were noted. On Jan. 29, Dr. Stonewall 
J. Phillips, New Orleans, Louisiana State health officer, reported 
that influenza appeared to be subsiding in 16 parishes of the 
state and increasing in 3. School absenteeism had run as high 
as 50%. Pneumonia was estimated to have occurred in less than 
5% of the cases, except in one parish where the estimate was 
19%. Dr. Gordon Meiklejohn, University of Colorado, Denver, 
reported that the peak of incidence of influenza had been passed 
in the Denver area, although cases still were occurring. In other 
parts of the state, notably Grand Junction, incidence was re- 
ported at a peak level. He demonstrated an increase in influenza 
A antibody in 35 paired serums, in 9 of which a significant rise 
for influenza A’ was shown by hemagglutination inhibition tests. 
In Idaho, incidence was high in only a few areas. The University 
of Washington School of Medicine, Seattle, reported 15 paired 
serums showing a significant rise in titer for influenza A’. For 
the week ended Jan. 31, a total of 5,503 cases of respiratory 
infections, including influenza, were reported in the state. In 
California small numbers of cases of influenza were reported 
from 15 counties. Forty additional laboratory confirmations of 
an A type influenza were obtained. 

The divisions of preventive medicine of the Army, the Air 
Force, and the Navy all reported that the incidence of respira- 
tory disease and influenza appeared to be declining in nearly 
all military establishments where it had been high during recent 
weeks. The Army reported positive serologic tests for influenza 
A’ in military establishments in California and Utah. The Army 
Medical Service Graduate School reported the identification of 
influenza A’ virus from Japan in late December and from Texas 
and Kentucky in January. They also obtained significant rise in 
titer with paired serum samples from Illinois, Washington, D. C., 
and from Japan and Newfoundland. 

Deaths from influenza and pneumonia reported by 58 cities 
increased 15% for the week ended Jan. 24, 463 deaths being 
reported as compared with 404 for the previous week. Health 
officers of nine large cities have supplied information on the age 
distribution of influenza and pneumonia deaths for January, 
1953. Of the approximately 835 deaths reported, 26% of the 
persons were under 15 years of age, nearly 2% were between the 
ages of 15 and 24, 30% between 25 and 64, and 42% were 65 
and over. These proportions are similar to the distribution of 
deaths for influenza and pneumonia for the United States in 
1949, a year when there was no widespread outbreak of in- 
fluenza; however, the few cases in which influenza was reported 
as the cause of death were predominately (70%) in persons 65 
years of age and over. 

The World Health Organization regional office for the western 
hemisphere (Pan-American Sanitary Bureau) reports that the 
incidence of an influenza-like disease in Mexico continues to 
increase, but the cases are mild and are not affecting the general 
death rate. A mild form of influenza is reported in Nicaragua, 
Costa Rica, and Guatemala, but there has been no increase in 
mortality. 


CORRECTION 


Concealed Thyroid Disease.—In THE JouRNAL, Jan. 31, in the 
article by Reynolds, Corrigan, and Hayden, entitled “Detection 
of Concealed Thyroid Disease by Tracer Technique,” on page 
370, first column, six lines from the bottom, instead of figure 4, 
the parenthesis should read figure 2. In the right hand column 
on this page, the legend to figure 5 should read “Postmortem 
specimen showing mediastinal thyroid weighing 60 gm. and 
measuring 2.4 by 4.8 by 5 cm.” In the same right hand column, 
12 lines from the bottom, the word “asymptomatic” should be 
“asymptotic.” 
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MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 


1953 Annual Session, New York, June 1-5. 

1953 Clinical Session, St. Louis, Dec. 1-4. 

1954 Annual Session, San Francisco, June 21-25. 

1954 Clinical Session, Miami, Florida, Nov. 30-Dec. 3. 


NATIONAL CONFERENCE ON RuRAL HEALTH, Roanoke Hotel, Roanoke, Va., 
Feb. 27-28. Mrs. Arline Hibbard, 535 N. Dearborn St., Chicago 10, 
Secretary. 


AMERICAN ACADEMY OF ALLERGY, Statler Hotel, Boston, Feb. 26-28. Dr. 
Ben Z. Rappaport, 55 East Washington St., Chicago, Secretary. 


AMERICAN ACADEMY OF FORENSIC SCIENCES, Drake Hotel, Chicago, Feb. 
26-28. Prof. Ralph F. Turner, Michigan State College, Dept. of Police 
Administration, East Lansing, Mich., Secretary. 

AMERICAN ACADEMY OF GENERAL PRACTICE. Kiel Auditorium, St. Louis, 


March 23-26. Mr. Mac F. Cahal, 406 West 34th St., Kansas City 2, 
Mo., Executive Secretary. 


AMERICAN ASSOCIATION OF ANATOMISTS, Columbus, Ohio, April 1-3. Dr. 
Normand L. Hoerr, 2109 Adelbert Road, Cleveland 6, Secretary. 


AMERICAN ASSOCIATION OF THE HISTORY OF MEDICINE, Deshler-Wallick 
Hotel and Ohio State Museum Auditorium, Columbus, Ohio, April 10-12. 
Dr. Samuel X. Radbill, 7043 Elmwood Ave., Philadelphia 42, Secretary. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Congress Hotel, Chicago, April 
6-10. Dr. John Y. Sugg, 1300 York Avenue, New York, Secretary. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, St. Louis, 
April 2-4. Dr. Alan R. Moritz, 2085 Adelbert Road, Cleveland 6, 
Secretary. 

AMERICAN ASSOCIATION OF RAILWAY SURGEONS, Drake Hotel, Chicago, 
April 7-9. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN ASSOCIATION FOR THORACIC SURGERY, Fairmont Hotel, San 
Francisco, March 27-30. Dr. Paul C. Samson, 2938 McClure St., Oak- 
land 9, Calif., Secretary. 

AMERICAN COLLEGE OF PuysiIcIANs, Haddon Hall, Atlantic City, N. J., 
April 13-17. Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4, Executive 
Secretary. 

AMERICAN HEART ASSOCIATION, Hotel Chelsea, Atlantic City, N. J., April 
8-12. Dr. Charles D. Marple, 44 East 23d St., New York 10, Medical 
Director. 

AMERICAN ORTHOPSYCHIATRIC ASSOCIATION, Hotel Statler, Cleveland, Feb. 
23-25. Dr. Exie E. Welsch, 303 Lexington Ave., New York 16, Secretary. 

AMERICAN PHYSIOLOGICAL SocrETy, Conrad Hilton Hotel, Chicago, April 
6-10. Dr. E. F. Adolph, Univ. of Rochester School of Medicine and 
Dentistry, Rochester, N. Y., Secretary. 

AMERICAN PsycHosomatTic Society, Chalfonte-Haddon Hall, Atlantic City, 
N. J., April 18-19. Dr. Frederick C. Redlich, 551 Madison Ave., New 
York 22, Secretary. 

AMERICAN SOCIETY OF BIOLOGICAL CHEMISTS, Conrad Hilton Hotel, Chi- 
cago, April 6-10. Dr. Elmer H. Stotz, 260 Crittenden Blvd., Rochester, 
N. Y., Secretary. 

AMERICAN SOCIETY FOR EXPERIMENTAL PATHOLOGY, Chicago, April 6-9. 
Dr. Russell L. Holman, 1542 Tulane Ave., New Orleans 12, Secretary. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERAPEUTICS, 
Conrad Hilton Hotel, Chicago, April 6-10. Dr. Carl C. Pfeiffer, 1853 W. 
Polk St., Chicago 12, Secretary. 

AMERICAN SURGICAL ASSOCIATION, Hotel Statler, Los Angeles, April 1-3. 
Dr. Nathan A. Womack, Dept. of Surgery, School of Medicine, Univ. of 
N. C., Chapel Hill, N. C., Secretary. 

ATLANTA GRADUATE MEDICAL ASSEMBLY, Atlanta-Biltmore Hotel, Atlanta, 
Ga., Feb. 23-25. Dr. Mark S. Dougherty, 15 Peachtree St. N.W., Atlanta, 
Ga., Chairman. 

CENTRAL SURGICAL ASSOCIATION, Drake Hotel, Chicago, March 5-7 Dr. 
Robert M. Zollinger, University Hospital, Columbus 10, Ohio, Secretary. 

CHIcAGO MEDICAL SocrETY ANNUAL CLINICAL CONFERENCE, Palmer House, 
Chicago, March 3-6. Dr. Maurice M. Hoeltgen, 86 East Randolph St., 
Chicago 1, Secretary. 

Da.ias SOUTHERN CLINICAL Society, Baker and Adolphus Hotels, Dallas, 
Texas, Mar. 16-19. Dr. T. Haynes Harvill, 433 Medical Arts Bidg., 
Dallas 1, Secretary. 

FEDERATION OF AMERICAN SOCIETIES FOR EXPERIMENTAL BIOLOGY, Black- 
stone, Congress, Conrad Hilton hotels and Palmer House, Chicago, April 
6-10. Dr. M. O. Lee, 2101 Constitution Avenue, Washington 25, D. C., 
Secretary, 

MicHIGAN CLINICAL INSTITUTE, Sheraton Hotel, Detroit, March 11-13. Dr. 
J. M. Robb, 606 Townsend St., Lansing 15, Mich., General Chairman. 

NATIONAL MULTIPLE SCLEROSIS SocrETy, New York, March 10. Miss Sylvia 

wry, 270 Park Ave., New York 17, Executive Secretary. 


J.A.M.A., Feb. 21, 1953 


NATIONAL SOCIETY FOR THE PREVENTION OF BLINDNESS, Hotel Statler, New 
York, March 18-20. Dr. Franklin M. Foote, 1790 Broadway, New York 
19, Executive Director. 

NEW ENGLAND SOCIETY OF ANESTHESIOLOGISTS, Boston, April 3. Dr 
Francis J. Audin, 114 Danehill Rd., Newton Highlands 61, Mass. 
Secretary. , 


NEW ORLEANS GRADUATE MEDICAL ASSEMBLY, Municipal Auditorium, New 
Orleans, March 2-5. Dr. Woodward D. Beacham, 1430 Tulane Avenue 
New Orleans 12, Secretary. , 


NortH Paciric SOCIETY OF NEUROLOGY AND PSYCHIATRY, Portland, Ore 
April 10-11. Dr. Robert A. Coen, 218 Mayer Bldg., Portland 5, Ore. 
Secretary. . I 

OKLAHOMA STATE MEDICAL AssociATION, Cimarron Ballroom, Tulsa, April 
13-15. Mr. R. H. Graham, 1227 Classen Drive, Oklahoma City, Executive 
Secretary. 

PIEDMONT ProcToLocic Society, Robert B. Lee Hotel, Winston-Salem 
N. C., March 28. Dr. B. Richard Jackson, 224 Hillsboro St., Raleigh 
N. C., Secretary. ; 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 


DeLAwareE, Wilmington, Feb. 27. Mr. E. R. Loveland, 4200 Pine $¢, 
Philadelphia, Executive Secretary. 


Kansas, Kansas City, March 20. Mr. E. R. Loveland, 4200 Pine st, 
Philadelphia 4, Executive Secretary. 


NEBRASKA, Omaha, February 28. Mr. E. R. Loveland, 4200 Pine St, 
Philadelphia 4, Executive Secretary. 


VirGIniA, Veterans Administration Hospital, Hampton, Feb. 26. Dr. John 
B. McKee, 114 West Boscawen St., Winchester, Chairman. 


SECTIONAL MEETINGS, AMERICAN COLLEGE OF SURGEONS: 


ATLANTA, GA., The Atlanta Biltmore, Feb. 23-24. Dr. William G, 
Hamm, 384 Peachtree St. N.E., Atlanta, Chairman. 

Boston, Statler Hotel, March 2-5. Dr. Samuel F. Marshall, 605 Com. 
monwealth Ave., Boston, Chairman. 

Sat Lake City, Utah Hotel, Mar. 20-21. Dr. John H. Clark, 349 East 
First Street South, Salt Lake City, Chairman. 

OKLAHOMA City, Oklahoma-Biltmore Hotel, March 24-25. Dr. C. E. 
Clymer, 117 North Broadway, Oklahoma City, Chairman. 

Los ANGELEs, Statler Hotel, March 30-31. Dr. Ewing L. Turner, 1930 
Wilshire Blvd., Los Angeles, Chairman. 

Sroux VALLEY MEDICAL AssociaTIon, Sioux City, Iowa, Feb. 24-26. Dr. 
Edward H. Sibley, 622 Fourth St., Sioux City 9, Secretary. 

SocrETY OF NEUROLOGICAL SURGEONS, Roosevelt Hotel, New Orleans, March 
19-21. Dr. Edgar F. Fincher, Emory University, Ga., Secretary. 

SOUTHEASTERN SURGICAL CONGRESS, Louisville, Ky., March 9-12. Dr. Ben- 
jamin T. Beasley, 45 Edgewood Ave. S.E., Atlanta 3, Ga., Secretary. 

TENNESSEE STATE MEDICAL ASSOCIATION, Peabody Hotel, Memphis, April 
13-15. Mr. V. O. Foster, 504 Doctors Bidg., Nashville, Executive Secre- 
tary. 

U. S. CHAPTER, INTERNATIONAL COLLEGE OF SURGEONS, SURGICAL Drvision 
MEETINGS: 

St. Louts, Statler Hotel, March 31-April 1. Dr. Roland Klemme, 4952 
Maryland Ave., St. Louis 8, Chairman. 

UNITED STATES-MEXxICO BorRDER PUBLIC HEALTH ASSOCIATION, El Paso, 
Texas, March 26-27. Dr. J. Ellington, 314 U. S. Court House, EI Paso, 
Texas, Secretary. 

WESTERN INDUSTRIAL MEDICAL ASSOCIATION, Hotel Statler, Los Angeles, 
April 18-25. Dr. E. P. Luongo, General Petroleum Corp., 613 South 
Flower St., Los Angeles 14, Secretary. 


FOREIGN 

British Mepicat Association, Cardiff, S. Wales, July 13-17. Dr. A. 
MaCrae, B. M. A. House, Tavistock Square, London W.C.1, England, 
Secretary. 

CANADIAN MEDICAL ASSOCIATION, Winnipeg, Manitoba, Canada, June 15-19. 
Dr. T. C. Routley, 135 St. Clair Avenue W., Toronto 5, Ontario, 
Canada, General Secretary. 

CONGRESS OF INTERNATIONAL ANESTHESIA RESEARCH Society, Chateau 
Frontenac, Quebec, Canada, October 26-29. Dr. A. William Fziend, 515 
Nome Ave., Akron 20, Ohio, Chairman, Program Committee. 

CONGRESS OF INTERNATIONAL LEAGUE AGAINST RHEUMATISM, Geneva and 
Zurich, Switzerland, Aug. 24-29. For information write: Dr. W. Tegner, 
The London Hospital, London E.1, England. 

CONGRESS OF THE INTERNATIONAL SOCIETY OF ANGIOLOGY, Lisbon, Portugal, 
Sept. 18-20. Dr. Henry Haimovici, 105 East 90th St., New York 23, 
N. Y., U. S. A., Secretary. 

CONGRESS OF THE INTERNATIONAL SOCIETY OF SuRGERY, Lisbon, Portugal, 
Sept. 14-20. Dr. L. Dejardin, 141, rue Belliard, Brussels, Belgium, Gen- 
eral Secretary. 

EurROPEAN CONGRESS OF ALLERGOLOGY, Stockholm, Sweden, May 20-23. 
For information write: Dr. Egon Brunn, Gersonavej 8, Hellerup, Copen- 
hagen, Denmark. 

INTERNATIONAL CONFERENCE ON THROMBOSIS AND EMBOLISM, Basle, Switzet- 
land, July 15-19, 1954. Dr. W. Merz, Chief Medical Officer, Gyneco/ogt- 
cal Clinic, University of Basle, Basle, Switzerland, Hon. Secretary. 

INTERNATIONAL CONGRESS OF AUDIOLOGY, Leiden, Netherlands, June 54. 
Dr. H. A. E. ve Dishoeck, Leiden University, Leiden, Netherlands. 
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TERNATIONAL CONGRESS OF ELECTROENCEPHALOGRAPHY AND CLINICAL 
NEUROPHYSIOLOGY, Boston, Mass., U. S. A., Aug. 18-21. Dr. Robert S. 
Schwab, Massachusetts General Hospital, Boston 14, Mass., U. S. A., 
secretary-General. 

INTERNATIONAL CONGRESS ON GENETICS, Bellagio, Italy, August 4. Prof. 
¢. Barigozzi, Instituto de Genetica, Universita de Milano, 10 via Celoria, 
Milan, Italy, Secretary. 

IyTERNATIONAL CONGRESS OF GYNECOLOGY, Geneva, Switzerland, July 21-26, 
"1954. Dr. Maurice Fabre, 1, rue Jules-Lefebore, Paris IXe, France, 
General Secretary. 

[NTERNATIONAL CONGRESS OF HIPPOcRATIC MEDICINE, Evian, France, Sept. 
3.6, Prof. P. Delore, 13 rue Jarente, Lyons, France, Secretary-General. 


INTERNATIONAL CONGRESS FOR History OF SCIENCE, Jerusalem, Israel, 
“august 3-7. Prof. F. S. Bodenheimer, Hebrew University, Jerusalem, 
|srael, President. 

INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Sao 
Paulo, Brazil, April 26-May 2, 1954. Dr. Max Thorek, 1516 Lake Shore 
Drive, Chicago, Illinois, U.S.A., Secretary-Genera! 

INTERNATIONAL CONGRESS ON MEDICAL LIBRARIANSHIP, London, England, 
July 20-25. Mr. W. R. LeFanu, % London School of Hygiene and 
Tropical Medicine, Keppel Street, London, W.C.1, England, Chairman. 


INTERNATIONAL CONGRESS ON MENTAL HEALTH, University of Toronto, 
Toronto, Ontario, Canada, Aug. 14-21, 1954. For information write: 
Executive Officer, International Congress on Mental Health, 111 St. 
George St., Toronto, Ontario, Canada. 


JNIERNATIONAL CONGRESS OF MICROBIOLOGY, Rome, Italy, Sept. 6-12. For 
information write: Dr. V. Puntoni, Citta Universitaria, Rome, Italy. 


INTERNATIONAL CONGRESS OF OTO-NEURO-OPHTHALMOLOGY, Bologna, Italy, 
May 3-7. Dr. Guiseppe Cristini, Clinica Oculistica, Policlinico, Bologna, 
Italy, General Secretary. 

INTERNATIONAL CONGRESS OF OTORHINOLARYNGOLOGY, Amsterdam, Nether- 
lands, June 8-13. Dr. W. H. Struben, J. J. Viottastraat 1, Amsterdam, 
Netherlands, Secretary. 

INTERNATIONAL CONGRESS OF PAEDIATRICS, Havana, Cuba, Oct. 12-17. Prof. 
Felix Hurtado, 5a Avenue 124, Miramar, Havana, Cuba, President. 


INTERNATIONAL CONGRESS OF RADIOLOGY, Copenhagen, Denmark, July 
19-25. Professor Flemming Norgaard, 10 Oster Voldgade, Copenhagen 
K, Denmark, Secretary General. 

INTERNATIONAL CONGRESS OF THALASSOTHERAPY, Dubrovnick, Yugoslavia, 
May 17-25. Prof. C. Plavaic, Mavrodne Republick 51, Belgrade, Yugo- 
slavia, Secretary General. 

INTERNATIONAL CONGRESSES OF TROPICAL MEDICINE AND MALariA, Istanbul, 
Turkey, Aug. 28-Sept. 4. Professor Dr. Ihsan Siikrii Aksel, Tunel Mey- 
dam, Beyoglu, Istanbul, Turkey, General Secretary. 


INTERNATIONAL FERTILITY ASSOCIATION, Henry Hudson Hotel, New York, 
N. Y., U. S. A., May 25-31. Dr. Abner I. Weisman, 1160 Fifth Avenue, 
New York 29, N. Y., U. S. A., Associate Secretary General. 

INTERNATIONAL GERONTOLOGICAL CONGRESS, London and Oxford, England, 
July 12-22, 1954. Prof. R. E. Tunbridge, General Infirmary, Department 
of Medicine, The University, Leeds, England, President. 

INTERNATIONAL GYNAECOLOGICAL MEETING, Paris, France, May 22-23. For 
information write: Dr. Jacques Courtois, 1, rue Racine, St. Germain-en- 
Laye, Seine et Oise, France. 

INTERNATIONAL HosprraL CONGREss, London, England, May 25-30. Capt. 
J. E. Stone, 10 Old Jewry, London, EC2, England, Hon. Secretary. 

INTERNATIONAL Leprosy CONGRESS, Madrid, Spain, Oct. 3-10. Dr. Felix 
Contreras, Moreto 15, Madrid, Spain, Secretary. 

INTERNATIONAL PHYSIOLOGICAL CONGRESS, Montreal, Canada, Aug. 31- 
Sept. 4. Dr. A. S. V. Burgen, Dept. of Physiology, McGill University, 
Montreal, Canada, Secretary. 

INTERNATIONAL PSYCHO-ANALYTICAL CONGRESS, Bedford College, Regent’s 
Park, London N.W.1, England, July 26-30. Dr. Ruth S. Eissler, 285 
Central Park West, New York 24, N. Y., Hon. Secretary. 

INTERNATIONAL VETERINARY CONGRESS, Stockholm, Sweden, Aug. 9-15. Prof. 
Axel Isaksson, Institute of Veterinary Medicine, Stockholm 50, Sweden, 
Secretary. 


Paciric SCIENCE CONGRESS, Quezon City and Manila, Philippines, Nov. 16- 
28. Dr. Patrocinio Valenzuela, College of Pharmacy, University of the 
Philippines, Quezon City, Philippines, Secretary-General. 

PN AMERICAN CONGRESS OF THE MEDICAL Press, Buenos Aires, Argentine, 
July 12-16. Secretaria del Congress, 763 Uriburu, Buenos Aires, Argen- 
tine, 

PHILIPPINE MEDICAL ASSOCIATION, Manila, April 19-26. Dr. Manuel D. 
Penas, Doctor’s Hospital, 707 Vermont St., Manila, Philippines, Secretary. 
WorLD CONPERENCE ON MEDICAL EpucaTIoNn, British Medical Association 
House, Tavistock Square, W.C.1, London, England, Aug. 22-29. Secre- 
tariat: World Medical Association, 2 East 103d St., New York 29, N. Y., 

U.S. A. 

WorLD CONGRESS OF THB WORLD CONFEDERATION FOR PHYSICAL THERAPY, 
London, England, Sept. 7-12. Miss M. J. Neilson, Chartered Society of 
Physiotherapy, Tavistock House, South, Tavistock Square, London, 
W.C.1, England, Secretary. 

WortD MEDICAL ASSOCIATION, The Hague, Netherlands, Aug. 31-Sept. 7. 
s Louis H. Bauer, 2 East 103d St., New York 29, N. Y., Secretary- 
eneral, 
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EXAMINATIONS 
AND LICENSURE 








NATIONAL BOARD OF MEDICAL EXAMINERS 


NATIONAL BoaRD OF MEDICAL EXAMINERS: Parts I and II. All centers 
where there are five or more candidates. April 20-21 (Part II only), June 
22-24 and Sept. 8-10 (Part I only). Candidates may file applications at 
any time, but the National Board must receive them at least six weeks 
before the date of the examination they wish to take. Final date for 
filing application for the February examination was December 29. Exec. 
Sec., Dr. John P. Hubbard, 133 South 36th St., Philadelphia 4. 


EXAMINING BOARDS IN SPECIALTIES 

AMERICAN BOARD OF ANESTHESIOLOGY: Written. Various locations, July 17, 
Final date for filing applications is January 17. Sec., Dr. C. B. Hickcox, 
80 Seymour St., Hartford 15. 


AMERICAN BOARD OF DERMATOLOGY AND SyYPHILOLOGY: Written. Various 
Centers, Sept. 3. Final date for filing applications is May 1. Oral. Phila- 
delphia, Oct. 16-18. Exec. Sec., Miss Janet Newkirk, 66 East 66th St., 
New York 21. 


AMERICAN BOARD OF INTERNAL MEDICINE: Oral. Boston, April 9-11; New 
York City, May. The closing date for acceptance of applications for oral 
examinations in New Orleans, Boston and New York City was January 
2 except for candidates in military or Naval Service. Oral. San Francisco, 
Sept. 21-23; Chicago, Nov. 30-Dec. 2. The closing date for acceptance of 
applications for the San Francisco and Chicago oral examination is 
April 1. Oral Examiners in the Subspecialties. Allergy, New York City, 
June. Cardiovascular Disease, Philadelphia, April 7 and New York City, 
May 27. Gastroenterology, Philadelphia, April 10-11. Pulmonary Disease, 
Boston, April 8 or 9 and Los Angeles, May. The closing date for 
acceptance of applications is February 1. Written. October 19. The 
closing date for acceptance of applications is May 1. Exec. Sec.-Treas., 
Dr. William A. Werrell, 1 West Main St., Madison 3. 


AMERICAN BOARD OF NEUROLOGICAL SURGERY: Oral. Chicago, May or June 
1953. Final date for filing application for the oral examination was Jan. 
15, 1953. Sec., Dr. Leonard T. Furlow, Washington University School 
of Medicine, Kingshighway and Euclid Ave., St. Louis. 


AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Written. Various 
Centers, Feb. 6, 1953. Final date for filing applications was Nov. 1. Oral 
and Pathological, Part II. Chicago, May 17-24, Final date for filing 
application is Feb. 1. Sec., Dr. R. L. Faulkner, 2105 Adelbert Road, 
Cleveland 6. 


AMERICAN BOARD OF OPHTHALMOLOGY: Final date for filing applications 
was July 1. Practical. New York City, June 6-10, 1953. Sec., Dr. Edwin 
B. Dunphy, 56 Ivie Road, Cape Cottage, Maine. 


AMERICAN BOARD OF OTOLARYNGOLOGY: Oral. New Orleans, April 21-25, 
1953. Sec., Dr. Dean M. Lierle, University Hospital, Iowa City. 

AMERICAN BOARD OF PATHOLOGY: Written and Practical Examination in 
Pathologic Anatomy and Clinical Pathology. The examination will include 
exfoliative cytology. St. Louis, March 28-31. Sec., Dr. Wm. B. Wart- 
man, 303 E. Chicago Ave., Chicago. 

AMERICAN BoarD OF PeED1ATRICS: Oral. Baltimore, Feb. 20-22; Memphis, 
March 27-29; Philadelphia, May 1-3; Detroit or Ann Arbor, June; Place 
undecided, Oct. 9-11 (tentative); Indianapolis, November. Exec. Sec., 
Dr. John McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 


AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITATION. Oral and 
Written. May 30-31. Final date for filing applications is March 31. Sec., 
Dr. Robert L. Bennett, 30 N. Michigan Bivd., Chicago. 


AMERICAN BoarD OF Plastic SURGERY: New Orleans, May 9-11. Final date 
for receipt of case reports for the spring examination was January 1. 
Final date for receipt of case reports for the fall examination (October- 
November) is June 1 of each year. 

AMERICAN BOARD OF PREVENTIVE MEDicINE: April 23-25, Berkeley, Boston, 
Baltimore, Minneapolis and New Orleans. New York City, Nov. 7-9. 
Sec., Dr. Ernest L. Stebbins, 615 North Wolfe St., Baltimore 5. 


AMERICAN Boarp OF ProcToLocy: Part I. For candidates in proctology 
and ano-rectal surgery. May 9, Kansas City, Minneapolis, Philadelphia 
and San Francisco. The examination will be in anatomy, physiology, 
biochemistry and pathology and will be .both oral and written. Sec., 
Dr. Louis A. Buie, 102-110 Second Ave., S.W., Rochester, Minn. 

AMERICAN BoarD OF PSYCHIATRY AND NEUROLOGY: San Francisco, April 30- 
May 1. Sec.-Treas., Dr. David A. Boyd, Jr., 102-110 Second Ave., S.W., 
Rochester, Minn. 

AMERICAN BoarD OF RapDIOLoGy: Oral. Tampa, April 8-15. Sec., Dr. B. R. 
Kirklin, 102-110 Second Ave., S.W., Rochester, Minn. 


AMERICAN BoarD OF SurRGERY: Written. Various Centers, March 1953, 
Final date for filing application was Dec. 1. Sec., Dr. John B. Flick, 
225 S. 15th St., Philadelphia. 

BoarD OF THORACIC SURGERY: Written. Various Centers, Feb. 27. Final 
date for filing applications was Jan. 1. Sec., Dr. Wm. M, Tuttle, 1151 
Taylor Ave., Detroit 2. 
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DEATHS 


Clausen, Samuel Wolcott © Rochester, N. Y.; born in Cana- 
seraga, N. Y., Oct. 17, 1888; Johns Hopkins University School 
of Medicine, Baltimore, 1915; instructor and associate in pedi- 
atrics at the Washington University School of Medicine in St. 

# Louis from 1917 to 1924, when he joined the University of 
Rochester School of Medicine and Dentistry, where he was a 
member of the advisory board as well as professor of pediatrics, 
and at the time of his death professor of pediatrics, emeritus; 
member of the American -Associatiogp for the Advancement of 
Science, American Pediatric Society, American Academy of 
Pediatrics, American Chemical Society, Society for Experimental 
Biology and Medicine, Central New York Pediatric Club, Sigma 
Xi, Alpha Omega Alpha, and the Rochester Academy of 
Medicine, which in 1952 awarded him the Albert David Kaiser 
medal for his achievements as a “scholar, clinician and extraor- 
dinary teacher of pediatrics”; for many years chief pediatrician 
at Strong Memorial Hospital, where he died Dec. 29, aged 64, 
of hypertensive cardiovascular disease. 


Parmelee, Berkley Melvin © Bridgeport, Conn.; born in St. 
Albans, Vt., April 18, 1895; University of Vermont College of 
Medicine, Burlington, 1918; specialist certified by the American 
Board of Radiology; past president of the Bridgeport Medical 
Society and Fairfield County Medical Society; member of the 
American Roentgen Ray Society, New England Roentgen Ray 
Society, and the American College of Radiology; at one time a 
member of the state board of examiners for physiotherapy 
technicians; served during World War I; affiliated with Stamford 
(Conn.) Hospital, Danbury (Conn.) Hospital, New Milford 
(Conn.) Hospital, and Bridgeport Hospital; died Dec. 23, aged 
57, probably of acute coronary occlusion. 


Quinby, William Carter © Brookline, Mass.; born in Worcester, 
Mass., in 1877; Harvard Medical School, Boston, 1902; clinical 
professor of genitourinary surgery, emeritus, at his alma mater; 
past president of the Harvard Medical Alumni Association, 
Boston Surgical Society, American Association of Genito- 
Urinary Surgeons, and the Clinical Society of Genito-Urinary 
Surgeons; member of the New England Surgical Society; 
American Urological Association, and the American Society for 
Clinical Investigation; fellow of the American College of Sur- 
geons; consulting urologist, Peter Bent Brigham Hospital, in 
Boston, where he died Dec. 31, aged 75, of carcinoma of 
the larynx, esophagus, and nasopharynx. 


Johnson, Chester Earle Jr. ® Meridian, Miss.; born in Headland, 
Ala., May 2, 1906; University of Colorado School of Medicine, 
Denver, 1931; specialist certified by the American Board of 
Psychiatry and Neurology; member of the American Psychiatric 
Association; served during World War II; formerly affiliated 
with Veterans Administration hospitals in Little Rock, Ark., 
and Palo Alto, Calif., and on the staff of Bryce Hospital in 
Tuscaloosa, Ala.; for many years superintendent of De Jarnette 
State Sanatorium in Staunton, Va.; psychiatrist in chief, the 
Earle Johnson Sanatorium; died in St. Joseph’s Hospital, Tampa, 
Fla., Jan. 9, aged 46, of acute pulmonary edema. 


May, Earl Wilfred ® Highland Park, Mich.; born in Syracuse, 
N. Y., Nov. 13, 1891; Detroit College of Medicine and Surgery, 
1916; specialist certified by the American Board of Pediatrics; 
member of the American Academy of Pediatrics; transport 
surgeon during World War I; practiced in Detroit, where he 
served as instructor in pediatrics at Wayne University College 
of Medicine, was formerly director of child welfare for the de- 
partment of health, and for many years consulting pediatrician 
to Herman Kiefer Hospital and chief of pediatrics at Grace 
Hospital, where he died Dec. 16, aged 61, of rupture of aorta, 
dissecting aneurysm, and arteriosclerosis. 


Stone, Moses Jacob @ Boston; born in Russia Aug. 18, 1895; 
Tufts College Medical School, Boston, 1921; assistant professor 
of medicine at Boston University School of Medicine and in- 





@ Indicates Member of the American Medical Association. 


structor in medicine at Tufts College Medical School; Member 
of the American College of Chest Physicians, American Trudeay 
Society, and the New England Roentgen Ray Society; joint 
author of “The Diagnosis and Treatment of Pulmonary Tube. 
culosis”; affiliated with Massachusetts Memorial Hospit,). 
physician in chief, Jewish Tuberculosis Sanitarium in Rutlang 
Mass., and chief of thoracic clinic at Beth Israel Hospital, where 
he died Dec. 13, aged 57, of myocardial infarction. 


. Wold, Karl Christian ® St. Paul; born in St. Paul July 28, 19). 


University of Minnesota Medical School, Minneapolis, 1914: 
specialist certified by the American Board of Ophthalmology. 
member of the American Academy of Ophthalmology an) 
Otolaryngology; fellow of the American College of Surgeons. 
past president of the Minnesota Academy of Ophthalmology ang 
Otology; affiliated with Bethesda, Charles T. Miller, and Ancker 
hospitals; served during World War I; author of “yy, 
President—How Is Your Health?”; died in Princeton, N, J, 
Dec. 24, aged 61, of coronary thrombosis. 


Abernethy, William Lordin © Flomaton, Ala.; Medical College 
of Alabama, Mobile, 1894; died Dec. 3, aged 82, of cancer of 
the mouth. 


Anderson, Piatt Halstead, Memphis, Tenn.; Memphis (Tenn) 
Hospital Medical College, 1892; died in the Methodist Hospital 
Dec. 4, aged 82, of arteriosclerotic heart disease. 


Ash, Ottis Orville, Moberly, Mo.; Beaumont Hospital Medica! 
College, St. Louis, 1892; Washington University School of 
Medicine, St. Louis, 1893; died Oct. 14, aged 83. 


Baldwin, Verne E., Amboy, Ind.; Hering Medical College, 
Chicago, 1904; for many years served on the school board; died 
in Dukes-Miami County Hospital in Peru Dec. 4, aged 76, of 
hypertensive heart disease and diabetes mellitus. 


Barnhart, Samuel Edward, Battle Creek, Mich.; American 
Medical Missionary College, Battle Creek, Mich., and Chicago, 
1905; for many years affiliated with Battle Creek Sanitarium; 
died Nov. 20, aged 78, of coronary thrombosis. 


Bell, Edmund Charles ® Lodi, Ohio; University of Toronto 
Faculty of Medicine, Toronto, Canada, 1922; served overseas 
during World War I; died in Lodi Hospital Nov. 21, aged 62, 
of coronary thrombosis. 


Biggs, Joseph Rozier ® Washington, D. C.; George Washington 
University School of Medicine, Washington, D. C., 1907; an 
Associate Fellow of the American Medical Association; served 
as vice-president and medical director of the American Standard 
Life Insurance Company and the Continental Life Insurance 
Company, and medical director of the Peoples Life Insurance 
Company and the Electrical Workers Association; died Dec. 18, 
aged 70, of cerebral hemorrhage. 


Binderman, Saul Arthur ® New York City; Columbia University 
College of Physicians and Surgeons, New York, 1916; served 
during World War I; died Dec. 30, aged 60. 


Bland, Herbert E. ® Fairbanks, Ind.; Louisville (Ky.) Medical 
College, 1898; died in St. Anthony’s Hospital, Terre Haute, 
Nov. 30, aged 79, of arteriosclerosis, chronic nephritis, and 
mitral regurgitation. 


Bond, Ephraim Oscar, Haynesville, La.; Memphis (Tenn) 
Hospital Medical College, 1909; affiliated with Haynesville 
Hospital; died Nov. 21, aged 81, of cardiac decompensation. 


Botkin, William Lester, St. Petersburg, Fla.; University of Pitts- 
burgh School of Medicine, 1912; died in Veterans Administration 
Hospital, Bay Pines, Oct. 15, aged 63, of cirrhosis of the liver. 


Brown, Arthur C. F. ® Richmond Heights, Mo.; Barnes Medical 
College, St. Louis, 1901; veteran of the Spanish-American Wa! 
and World War I; died Nov. 14, aged 83, of neurofibroma of 
the mediastinum. 
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grown, Stanley Lee, Hammond, Ind.; Northwestern University 
Medical School, Chicago, 1909; served on the staff of St. 
Margaret's Hospital; died Dec. 8, aged 67, of cerebral hemor- 


rhage. 

purch, Edward Warren @ Washington, D. C.; George Washing- 
ton University School of Medicine, Washington, 1905; died in 
Sibley Memorial Hospital Dec. 9, aged 80, of cardiac failure. 


purdette, Rexford Alexander, Charleston, W. Va.; Medical 
College of Virginia, Richmond, 1933; also a graduate in 
pharmacy; member of the American Trudeau Society; formerly 
director of Monongalia County health department; died in the 
Charleston General Hospital Dec. 6, aged 50, of heart disease. 


purritt, Norman Wyvell ® Summit, N. J.; University of Buffalo 
School of Medicine, 1921; specialist certified by the American 
Board of Otolaryngology; member of the American Academy 
of Ophthalmology and Otolaryngology; affiliated with Newark 
Fye and Ear Infirmary in Newark, Morristown Memorial 
Hospital and Shonghum Mountain Sanatorium in Morristown, 
Overlook Hospital in Summit, and Bonnie Burn Sanatorium in 
Scotch Plains, where he died Nov. 27, aged 59, of pulmonary 
carcinoma. 


Chapman, Solomon Jefferson ® Brownsville, Tenn.; Vanderbilt 
University School of Medicine, Nashville, 1916; specialist cer- 
tified by the American Board of Otolaryngology; served during 
World War I; member of the American Academy of Ophthal- 
mology and Otolaryngology and the Colorado State Medical 
Society; fellow of the American College of Surgeons; formerly 
practiced in Colorado Springs, where he was affiliated with 
Memorial Hospital, Glockner-Penrose Hospital, and Cragmor 
Sanatorium; died Dec. 29, aged 59. 


Chapman, William Allen ® Major, U. S. Army, retired, Cedar- 
town, Ga.; University of Maryland School of Medicine, Balti- 
more, 1887; entered the medical corps of the U. S. Army on 
July 1, 1920; retired March 25, 1929, for disability in line of 
duty; veteran of the Spanish-American War and World War I; 
at one time division surgeon for the Seaboard Airline Railroad; 
served as postmaster; died Nov. 30, aged 87, of acute myocardial 
failure. 


Cozart, Wiley Simeon Jr. ® Fuquay Springs, N. C.; Medical 
College of Virginia, Richmond, 1914; mayor of Fuquay Springs; 
past president of the Wake County Medical Society; served 
during World War I; shot and killed by a patient Dec. 11, 
aged 61. 


Crabtree, Edwin Hodge © San Diego, Calif.; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1912; member of the Industrial Medical Association; served 
during World War I; affiliated with Scripps Memorial Hospital 
in La Jolla and the Mercy Hospital; died Dec. 1, aged 66, of 
aneurysm at the base of brain. 


Curtin, Adam Lee ® Milwaukee; Marquette University School 
of Medicine, Milwaukee, 1912; served during World War I; died 
in Appleton, Wis., Nov. 2, aged 65, of carcinoma of the cecum. 


Eisenstaedt, Joseph, Chicago; Northwestern University Medical 
School, Chicago, 1909; also a dentist; served during World 
War I; died in Michael Reese Hospital Dec. 11, aged 67, of 
burns received while filling a cigarette lighter. 


English, John Theodore @ Irvington, N. J.; Columbia Univer- 
sity College of Physicians and Surgeons, New York, 1909; fellow 
of the American College of Surgeons; served during World War 
I; affiliated with Irvington General Hospital; died Dec. 1, aged 
71, of arteriosclerotic heart disease. 


Epperly, Reding G. © Huntsville, Mo.; Missouri Medical 
College, St. Louis, 1894; died in the Walter Reed Army Hospital, 
Washington, D. C., Nov. 16, aged 84, of cancer. 


Fjelde, Jacob Henry ® Fargo, N. D.; Washington University 
School of Medicine, St. Louis, 1925; specialist certified by the 
American Board of Obstetrics and Gynecology; past president 
of the North Dakota Society of Obstetrics and Gynecology; 
affiliated with St. John’s and St. Luke’s hospitals; died Oct. 17, 
aged 54, of cerebral thrombosis. 





DEATHS 657 


Folk, John @ Bridgeport, W. Va.; College of Physicians and 
Surgeons, Baltimore, 1904; died in St. Mary’s Hospital, Clarks- 
burg, Dec. 11, aged 85, of cardiac failure. 


Getman, Norman Walter, Oneonta, N. Y.; University Medical 
College of Kansas City, Mo., 1910; for many years county 
coroner; on the staff of Fox Memorial Hospital, where he died 
Dec. 7, aged 67, of coronary heart disease. 


Gonzalez, Luis Donato ® Danbury, Conn.; Universidad de la 
Habana Facultad de Medicina y Farmacia, Cuba, 1943; died 
Dec. 8, aged 36. 


Greenberg, Samuel, Brooklyn; University and Bellevue Hospital 
Medical College, New York, 1912; on the staff of the Crown 
Heights Hospital; died Dec. 10, aged 66, of coronary thrombosis. 


Greenburg, Albert @ Philadelphia; University of Pennsylvania 
School of Medicine, Philadelphia, 1926; affiliated with St. Agnes 
and Community hospitals and the Albert Einstein Medical Cen- 
ter, where he died Dec. 11, aged 52. 


Hall, John Homer, Atlanta, Ga.; Baylor University College of 
Medicine, Waco, Texas, 1914; served in the medical corps of 
the American Expeditionary Forces during World War I; for- 
merly affiliated with Veterans Administration Hospital; died in 
West Palm Beach, Fla., Nov. 29, aged 64, of coronary occlusion. 


Henderson, James Langston © Hamtramck, Mich.; Detroit 
College of Medicine and Surgery, 1914; formerly city physician 
and city councilman; died in the Harper Hospital, Detroit, Dec. 
5, aged 66, of portal biliary cirrhosis and hypertension. 


Hetrick, Homer S. C. © Lewisberry, Pa.; Baltimore Medical 
College, 1906; on the staff of York Hospital, where he died 
Nov. 30, aged 67, of coronary occlusion. 


Housepian, Moses Minas ® New York City; Long Island College 
Hospital, Brooklyn, 1905; died Dec. 11, aged 76, of cerebral 
hemorrhage and leukemia. 


Johnson, Jess J. ® Milltown, Ind.; Kentucky School of Medicine, 
Louisville, 1903; served as mayor and county health officer; 
affiliated with St. Edward’s Hospital in New Albany and the Har- 
rison County Hospital at Corydon, of which he was a founder; 
died Nov. 28, aged 78, of adenocarcinoma of the stomach. 


Johnston, Ralph Sherwin Sr. ® La Junta, Colo.; Rush Medical 
College, Chicago, 1912; fellow of the American College of 
Surgeons; past president of the Colorado State Medical Society; 
served as physician for the Santa Fe Railway; affiliated with 
Mennonite Hospital and Sanitarium; died Dec. 4, aged 65, of 
coronary occlusion. 


McCown, Blanche Uranie © Burnet, Texas; Medical College of 
the State of South Carolina, Charleston, 1943; member of the 
South Carolina Medical Association; on the staff of the Shepperd 
Memorial Hospital; died Dec. 21, aged 33. 


Mellinger, Herbert Victor ® Los Angeles; Rush Medical College, 
Chicago, 1906; served during World War I; died in Saratoga, 
Calif., Oct. 28, aged 73. 


Miller, Grantland Sheppard, Raven, Va.; University of Georgia 
School of Medicine, Augusta, 1949; served during World War II; 
died in Mattie Williams Hospital in Richlands, Nov. 23, aged 27. 


Moore, Jason Harvey Jr., Hobart, Okla.; Georgia College of 
Eclectic Medicine and Surgery, Atlanta, 1913; past president of 
the school board; died in Oklahoma City Dec. 2, aged 65, of 
carcinoma of the esophagus. 


Mosby, George W., Columbus, Ohio; Howard University College 
of Medicine, Washington, D. C., 1898; died in the Grant Hos- 
pital Nov. 27, aged 79. 


Nichols, Robert Henry, Grand Rapids, Mich.; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1896; died in the Butterworth Hospital Nov. 17, aged 83, of 
coronary disease. 

Palmer, Robert Johnston @ Detroit; Trinity Medical College, 
Toronto, Canada, 1899; life member since 1946 and since 1949 
emeritus member of the Michigan State Medical Society; vice- 
chief-of-staff, Grace Hospital; died Dec. 2, aged 77, of coronary 
occlusion. 
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GOVERNMENT SERVICES 


ARMY 


Two Civilian Jobs Open in Korea.—The Department of the 
Army is looking for two medical officers with experience in 
public health service to serve in civilian jobs in Korea. The men 
selected will be under general technical supervision of the Di- 
rector of Public Health, United Nations Civil Assistance Com- 
mand for Korea, who formulates policies and program objectives. 
Major duties are to implement and adapt the national medical 
care and public health program to meet the needs of an assigned 
geographical area having a population of from 2 to 4 million 
persons. The medical officers are required to give technical ad- 
vice and guidance to Korean provincial public health officials 
in planning and operating a provincial medical care and public 
health program. Other job factors are: grade and base salary 
GS-13—$8360.00 per year, overseas differential 25% —$2090.00, 
gross salary $10,450.00 per year; one year tour of duty; transpor- 
tation furnished by the government; quarters furnished rent- 
free; $1.20 per day for food cost; and dependents—not author- 
ized. Qualified candidates should contact John H. Plattenburg, 
representative, Overseas Affairs Division, Office of Civilian Per- 
sonnel, Army. 


Portable Stretcher in Use in Korea.—First Lt. Charles I. Purdy, 
a member of the medical company of the 40th Infantry Division’s 
224th Regiment, stands in Korea by a portable stretcher of his 
design. The litter can be broken down into three parts and carried 
by aidmen in combat, eliminating the problem of transporting 





A, First Lt. Purdy with the open stretcher, and B, stretcher being 
carried by Sgt. Normandia, 


the longer old type one-piece stretcher. While not in use, the 
stretcher can be collapsed, encased in a canvas cover, and carried 
on the back of a medical aidman. The canvas cover can also be 
used to cover the wounded man when the litter is in use. Army 
Sgt. Robert Normandia, of Maspeth, Long Island, N. Y., 
demonstrates in Korea the carriage of the new stretcher. 


VETERANS ADMINISTRATION 


Residencies AvVailable—The VA Hospital, Houston, Texas, 
affiliated with Baylor University College of Medicine, has 
vacancies for residents in anesthesiology, internal medicine, 
neurology, neurosurgery, ophthalmology, pathology, physical 
medicine, and psychiatry. Stipends range from $2,640 to $3,300 
per annum. Interested candidates should write Dr. Warren T. 
Brown, Chairman, Dean’s Committee, or the Chairman, Resi- 
dent Review Board, Veterans Administration Hospital, Houston, 
Texas. 


PUBLIC HEALTH SERVICE 


New Series of Annual Lectures.—Dr. W. H. Sebrell, director 
National Institutes of Health, has announced a new Series of 
annual lectures that are open to the scientific staffs of the insti- 
utes and other medical teaching and research institutions through. 
out the Washington, D. C., area. Eight lectureships wil] be 
awarded each year to lecturers nominated by senior investigator; 
in the institutes and chosen by a committee comprising the scien. 
tific directors of the seven institutes. The lecturers will be jp. 
vited to spend several days at Bethesda, leading informal seminar; 
and consulting with scientists. At the end of each year, the eight 
lectures will be published in a single volume and distribute 
to medical schools, universities, scientific libraries, and other 
appropriate institutions. The first lecture in this series was pre. 
sented Jan. 21 by Dr. Severo Ochoa, professor of biochemistry 
New York University College of Medicine. Dr. Ochoa reviewed 
the enzymatic steps involved in the oxidation of pyruvate, citrate 
synthesis, oxidation of a-ketoglutaric acid, and breakdown. and 
synthesis of acetoacetate in the general background of the tri. 
carboxylic acid cycle. Such basic research, Dr. Ochoa indicated, 
in the biochemical, biophysical, biological, and other sciences 
provides knowledge indispensable to medicine’s attack on chronic 
and other disease conditions. 


Radiciogical Health Training.—The Public Health Service js 
broadening its radiological health training program in special 
areas. The program has been operating for the past two years to 
acquaint public health workers with the significance of ionizing 
radiations and the health hazards attendant with their use and 
existence in the environment. The radiological health training 
program is designed primarily for professional personnel of state 
and local health departments, and it is conducted by the En- 
vironmental Health Center in Cincinnati. It consists of three 
courses of two weeks each, a basic course, an intermediate course, 
and now an advanced course for those persons who have had 
at least four weeks of intensive training in the field, in addition 
to their basic professional training and experience. The schedule 
for these courses for 1953 is as follows: Feb. 2-13 (intermediate 
course) radiological health; Feb. 16-27 (advanced course) radio- 
logical health and occupational radiation protection; April 20 
to May 1 basic radiological health training; and May 4-15 (inter- 
mediate course) radiological health. Applications should be sent 
to Officer in Charge, Environmental Health Center, 1014 Broad- 
way, Cincinnati 2, Ohio. They should be marked for attention 
of the chief of the Radiological Health Training Section. 


Annual Census of Mental Patients——The number of patients 
in state and county mental hospitals continued to increase, accord- 
ing to preliminary information on the annual census for 1950 
compiled by the Public Health Service. The census is based on 
reports submitted by 201 state and 112 county mental hospitals 
to the National Institute of Mental Health. About 600,000 per- 
sons were under supervision of these hospitals in the United 
States at the end of 1950, the census report indicates, as com- 
pared with slightly over 580,000 in 1949. The average rate of 
first admissions to public mental hospitals in 1950 was reported 
as 72.8 per 100,000 estimated civilian population. The rate for 
all admissions was 97.3. The average rate of discharges from 
these hospitals per 1,000 patients on the books was 148.5. The 
death rate was 63.8 per 1,000 patients under treatment during 
the year. On any average day in 1950, slightly over 500,000 
patients were in residence in these institutions, the report re 
veals. Thus, for every 1,000 persons in the population, about 
3.5 were hospitalized on any given day. The average per capita 
maintenance expenditure for the United States was $773.43, oF 
$2.12 per patient per day, and the median expenditure was 
$684.07 with a range from a low of $370 to a high of $1,557.62. 
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FOREIGN LETTERS 


BELGIUM 


World Federation for Mental Health.—At the Fifth Interna- 
tional Meeting of the World Federation for Mental Health, held 
in Brussels under the presidency of Prof. A. Ley, more than 
40 countries and a large number of national and international 
organizations were represented. The first report was devoted to 
the seminar held at Chichester last July and August, which dealt 
with the mental hygiene and development of the child. The 
speakers emphasized the danger to the development of the intelli- 
gence and personality implicit in early separation of children 
from their mothers. The second report also stressed the im- 
portance of discoveries made in the study of children deprived 
of maternal contact. The third report, dealing with social case 
work, was drawn up by Robina S. Addis from London, who 
showed the importance of work carried on by social auxiliaries 
in the field of menta! prophylaxis and treatment. In the fourth 
report, Van der Horst showed how the increase in the average 
duration of life requires a new attitude toward the aged. He 
pointed out the importance of keeping old persons in the normal 
framework of society and stressed the psychological basis of 
this course. . 


Food Poisoning.—The Flemish Academy of Medicine heard an 
exposition by A. Devos and N. Devos on botulism, salmonello- 
sis, and nonspecific food intoxications, in which innumerable 
types of micro-organisms are found. The authors attach great 
importance to the exact determination of the Salmonella types. 
There is in Belgium a constant relation between animal sal- 
monellosis and poisoning by Salmonella bacteria. The determi- 
nation of the Salmonella types must be the work of specialized 
laboratories. The authors drew the attention of the public 
authorities to the time at which animals are slaughtered. Bac- 
teremia can sometimes be found in digestive organs of certain 
animals. This can, in some cases, give rise to botulin poisoning, 
as well as to other poisoning of a specific character. Animals 
destined for slaughter should therefore be kept without food for 
24 hours before being killed. The use of meat from animals 
hastily slaughtered should be forbidden in the preparation of 
preserved meat and hashes. These meats present greater danger 
of food poisoning than those resulting from normal slaughtering. 
In addition, the authors advocate special regulations for bakery 
shops concerning products that are perishable and are kept in 
places and circumstances favoring the multiplication of sapro- 
phytes. Pastries should be kept exclusively in cool, well-ventilated 
places. 


Collection of Mothers’ Milk.—Before the Flemish Academy of 
Medicine, Depauw presented an exposition of accomplishments 
in the field of collecting mothers’ milk in Belgium. The Brussels 
“lactarium” was founded in 1941. The milk donors are accepted 
only after they have passed a strict medical examination, and 
they come from all classes of society. They receive 100 francs 
a liter for their milk. Most of the donors produce daily from 
200 to 300 gm. in excess of the quantity required for their 
own infants. The average period is about 85 days. The milk, 
reserved exclusively for sick, debilitated, or premature newborn 
infants, is issued only on presentation of a circumstantial medi- 
cal certificate, renewed every two weeks. The sale price varies 
according to the social conditions of the persons concerned and 
is between 30 and 200 francs a liter; the Assurance-Maladie- 
Invalidité reimburses a part of the purchase price. In Brussels, 
the milk is collected by truck; the five collection centers situated 





The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


outside Brussels send it by railway, frozen at less than 15 C. 
On its arrival at the center the milk is subjected to a series of 
tests, notably acidity measurement and examination to see if it 
has been adulterated by the addition of cow’s milk or water. 
It is put into bottles of 200 to 250 gm., which are then pas- 
teurized at 70 C for 40 minutes. It is stored in a deep freezer 
at less than 30 C. A reserve, which reached 1,700 liters in the 
course of the year 1950, is provided to meet unusual demands 
such as epidemics and summer diarrhea. 

The second Belgian lactarium, that of Liége, functions on 
the same plan. A comparative study made by the author of the 
various types of foreign lactariums shows that, in spite of cer- 
tain imperfections, the system used in Belgium answers its 
purpose. 


Control of Pharmaceutical Charlatanism.—Before the 14th Gen- 
eral Assembly of the International Pharmaceutical Federation, 
Degand delivered a warning against unrestrained and deceptive 
advertising carried on to promote the sale of numerous medical 
preparations. He states that the struggle against what is one 
of the most dangerous forms of charlatanism should be based 
on the following principles: 1. Control of medical preparations 
shall be regulated, established on legal bases, and organized 
everywhere with the aid of graduate pharmacists. The functions 
of the pharmaceutical profession will vary according to the 
methods of control adopted by the government. 2. All regula- 
tion shall be based on the registration and compulsory approval 
of every specialty before it is put on the market. 3. Every prod- 
uct put on the market shall bear clearly and in an unequivocal 
fashion the fullest possible formula. 4. The tests preceding 
registration shall always be followed by periodic tests of the 
products available on the market. 5. Advertising shall be regu- 
lated in its entirety (press, radio, and so on), and all advertising 
made indirectly to the public to promote the sale of products 
designed for the treatment of serious diseases (tuberculosis and 
cancer) shall be forbidden. 6. The use of the words “to cure, 
cure” and their synonyms, or statements having an analogous 
meaning, shall be forbidden in advertising. The Belgian Pharma- 
ceutical Association has organized laboratories for testing drug 
preparations. The Scalpel points out all the good that may be 
expected from this action of the Belgian Pharmaceutical Asso- 
ciation; however, in order to make the control effective, it should 
be not only: chemical but also biological. For this reason, the 
testing should be of a medicopharmaceutical character, and it is 
to be hoped that the Belgian Pharmaceutical Association will 
be able to associate itself solely with the Belgian Medical Fed- 


‘eration. 


Varices and Trauma.—In the Acta Orthopaedica Belgica, Coque- 
let reports on the relation between trauma and varices. Formerly 
he was skeptical of the existence of post-traumatic varices, but 
he has changed his opinion. Varices appear particularly after 
fractures of the leg, extensive bruises, and more rarely after 
sprains. Their development is late and occurs only in patients 
who have had edema of significant extent and duration. The 
varices are revealed as the edema regresses. These patients are 
always past 50 years of age. The author agrees with Schade’s 
theory. The edema acts on the veins by its cicatricial sequelae 
and by concomitant factors such as hypoxia and acidosis. Be- 
cause fractures, dislocations, sprains, and bruises cause inflam- 
matory changes that are sometimes prolonged, it is not surpris- 
ing that they should from time to time occasion varices. The 
superficial veins are the ones involved, for three reasons: 1. 
These veins are not accompanied by arteries. 2. They are out- 
side the aponeurotic covering, are less well confined, and receive 
arterial impulses only to a diminished degree. 3. The sub- 
cutaneous cellular tissue is the elective site of cicatricial cellulitis. 
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BRAZIL 


Blood Amylase in Acute Pancreatitis—A study of 61 cases of 
acute pancreatitis due to hormonal disturbances was done by 
Prof. Felicio Cintra do Prado and Dr. Plinio Bove in the Hos- 
pital das clinicas of the University of Sao Paulo. The authors 
drew the following conclusions from their research: 1. The 
amylase test of the blood had a conclusive significance in the 
diagnosis of 61 cases of acute pancreatitis. 2. A sudden eleva- 
tion of serum amylase occurs at the onset of acute pancreatitis. 
After 48 to 72 hours the amylase tends to fall rapidly, main- 
taining itself from then on in its normal concentration or a little 
above that. A new elevation of the amylase indicates a recur- 
rence or exacerbation of the pancreatic process. 3. A marked 
elevation of serum amylase, observed in the three first days of 
an acute abdominal crisis is a sure sign of acute pancreatitis. 
The normal concentration of serum amylase at this period re- 
moves the diagnostic hypothesis of acute pancreatitis, although 
it does not eliminate it definitely. The serum amylase concen- 
tration may rise in a period of hours. When the diagnosis of acute 
pancreatitis depends on this laboratory data and an only test 
gives a normal result, it is advisable to try new tests. 4. In acute 
pancreatitis the serum amylase may have a normal concentration 
after the fourth day of the disease. Therefore, after four days 
of the course of an acute abdominal crisis a normal serum 
amylase value does not remove the diagnosis, present or previous, 
of acute pancreatitis. 5. Increase in the concentration of serum 
amylase is not an exclusive sign of acute pancreatitis nor of 
pancreopathy. Mild or even intense elevation of the serum 
amylase may be verified in several affections, even when the 
pancreas is not involved. It is believed, however, that in a his- 
tory of an acute abdominal condition, when the serum amylase 
value is four times, at least, above the normal, it always means 
the presence of acute pancreatitis. 6. The daily average rate of 
serum amylase was higher in eight of the fatal cases than in 53 
of the cases that were cured. This data may suggest that in a 
general way there is a relation between the concentration of 
amylase in the blood and the severity of the injury. Neverthe- 
less, it is not possible to make a diagnosis of an anatomopatho- 
logical lesion only through the test of the amylase in the blood; 
neither the curve study nor the serum amylase concentration 
in successive days allows the physician, in every case, to foresee 
the course of the disease. 


COLOMBIA 


Human Coccidiosis and Distomatosis—Dr. Guillermo Mufioz 
Rivas reported to the National Academy of Medicine, June 19, 
1952, the discovery of human cases of coccidiosis and disto- 
matosis, which had not previously been described in Colombia. 
In March, 1946, Dr. Mufioz Rivas had an opportunity to pub- 
lish the first case of human coccidiosis caused by Isospora belli; 
in February, 1951, he was able, for the second time, to establish 
the diagnosis of this parasitism. Neither patient presented d 
special symptomatology. The oocysts found were colorless and 
oval in shape, with one of the ends slightly enlarged as if trying 
to form a neck; in both cases they were similar. The oocysts were 
found to have a length of 33 u and a diameter, in the widest part, 
of 14 uw; the diameter of the spores varied from 12 to 13 #. 
The structure of the oocysts in both cases permitted the diagnosis 
of I. belli. The first patient was a white woman, 27 years old, a 
native of Santander, where she had lived for 12 years, later 
residing at Bogota. She had not suffered from any condition 
resembling dysentery, and, on the days the examinations were 
made, her digestion proceeded normally, except for some vague 
pains in the abdomen; she did not have fever. All specimens of 
fecal material examined, some of them taken following admin- 
istration of laxatives, contained oocysts. The blood showed a 
slight monocytosis of 10% and an eosinophilia of 14%, which 
was attributed to the presence of trichuriasis. The sedimentation 
rate in one hour was normal. Thirty days later the coprological 
examinations were repeated with negative results. The second 
case was that of another woman who had not been out of 
Colombia; in her case, also, examinations were made after ad- 
ministration of laxatives, and blood tests were carried out. These 
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showed only a monocytosis of 9% and no eosinophilia, Th, 
author concludes that parasitism caused by I. belli exists in 
Colombia and that it could be found more frequently if copro. 
logical examinations were routinely carried out by flotation, Both 
by the technique of Faust and by that of Fiilleborn the findings 
were unequivocal; on the other hand, many direct preparation; 
were made without the findings of oocysts, which is in accor4. 
ance with what has been observed by other authors, who say that 
the number of oocysts eliminated in the stools is always smal}, 

Distomatosis of livestock has long been known in Colombj; 
and has been given the popular name of “mariposa del higado,” 
More than 70% of sheep suffer from it, while in cattle the 
parasitism extends to 60%. Distomatosis has also been demop. 
strated in horses and swine. Cases of human distomatosis haye 
not been described. Dr. Mufioz Rivas had an Opportunity to 
examine more than 42,000 specimens of fecal material and dij 
not find Distoma ova. On May 8, 1952, in a routine coprological 
examination of a patient at Bogota, he found ova of that de. 
scription, some yellowish and some light mahogany colored, 
opercular, 135 » long and 72 # wide in their greatest diameter: 
the operculum had a diameter of 36 u and a thickness of 12 u, 
A second specimen was examined May 10, and seven Distoma 
ova were foundin it; ascertain clinical data had already been ob. 
tained, they were considered to be ova of Fasciola hepatica, 
Examinations were made of fecal material from the other four 
members of the patient’s family; all of them, father, mother, and 
two small brothers, had Fasciola ova in their stools. In addition, 
examinations were made of the blood and urine; in all cases 
the erythrocyte sedimentation rate was increased from 54 to 108 
mm. in one hour; in all there was leukocytosis of from 20,000 
to 33,000 cells per cubic centimeter, with esosinophilia varying 
from 36% to 72%; in all the specimens of blood, cold agglutina. 
tion of the erythrocytes was observed; two of the patients had 
traces of albumin and erythrocytes in the urine; control te. 
examinations, made before administration of laxatives, were 
positive for Fasciola ova in all five cases. On the basis of the 
facts obtained, a familial case of distomatosis was fully estab- 
lished; as the findings coincided with those obtained in cases of 
fascioliasis, the author believes the ova found were those of F. 
hepatica; however, until the parasite has been obtained from the 
ova, the diagnosis cannot be incontrovertibly stated. Experimen- 
tal infection of Lymnaea bogotanae, described in 1939 by Brumpt 
and collaborators as intermediate hosts of F. hepatica, has al- 
ready been begun. Ova taken from the stools of the patients 
presented are developing in the water of the aquariums normally, 
just like control ova obtained from Fasciola organisms recovered 
in the slaughterhouse of Bogota. The author discusses the ques- 
tion of the place where the family acquired the infection and 
deduces that it was in the town of Tocaima, where there are 
conditions favorable for it. He concludes that human distomato- 
sis exists in Colombia and that the hematic data found, such as 
leukocytosis, eosinophilia, high sedimentation rate, and cold 
erythroagglutination, are in accordance with those obtained in 
other parts of the world in cases of fascioliasis. As distomatosis 
may, by its symptomatology, lead to serious errors in diagnosis, 
Distoma ova should be looked for in the stools of the patients in 
all cases of eosinophilia. 


Protection for Children.—During the week of Sept. 14-21, a 
seminar On protection for children, organized by the American 
International Institute for Protection for Children, whose head- 
quarters are at Montevideo, was held in Bogota with the co- 
operation of the national government. The seminar was pre- 
sided over by Dr. José A. Saralegui, director of the Inter 
American Health of the Ministry of Public Health of Uruguay, 
and was attended by important figures of the Sociedad Colom- 
biana de Pediatria, social workers, nurses, and representatives 
of various groups. The seminar recommended that all the in- 
stitutions and programs for child protection operating collectively 
should be available to the child without discrimination on account 
of race, creed, color, or nationality. The government should 
provide for the establishment of the National Council for Pro- 
tection for Children, an institution responsible for organizing and 
directing the protective function of the state and supervising and 
coordinating the private organizations and activities that ar 
devoted to children. This council, with the full collaboration of 
all other technical entities as needed, should assist in the solution 
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of the problems of child protection. It should have at its disposal 
permanent economic resources to stimulate and develop its activi- 
ties throughout the country. The government and private in- 
gitutions should increase the number of social workers and 
ghould provide for them adequate remuneration and security in 
their positions. The government should increase the services of 
assistance to mothers and children, extending them especially in 
the smaller population centers and the rural areas. Concurrently 
with the program of child assistance, a broad preventive program 
should be developed throughout the country. Fundamental ele- 
ments in this would be a health education program for the whole 
population and a plan for supplying food to children who are 
without resources. A juridical study of legislation pertaining to 
children, tending to secure better legal protection for the child 
and the family, is recommended. All the procedures that tend 
to keep the child in the home, such as placement in families, 
adoption, and family subsidies, should be facilitated. There 
should be full protection for the premature infant, including a 
compulsory report made of such cases. The protection of the 
preschool child should be intensified. The number of schools 
throughout the country should be increased, especially in the 
rural areas, and through them, with the help of the teachers, a 
broad health educational program should be carried out. The 
teaching of pediatrics should be intensified in the faculty of 
medicine, orienting it along the line of modern social pediatrics 
and arranging special courses for the training of pediatric physi- 
cians. The study of biostatistics should be encouraged, especially 
as it relates to the child. There should be increased concentration 
on the mental hygiene of children and the fight against alcoholism. 
The construction of economical and hygienic living quarters for 
the workers and the people is recommended. The educational 
preparation of parents in everything relating to the adequate care 
of children should be encouraged. Active collaboration between 
all public and private institutions and the participation of all the 
citizens are needed for the realization of this program. 


ITALY 


Industrial Medicine Convention.—The national convention of 
industrial medicine took place in Saint-Vincent. Among the in- 
dustrialists and physicians present were Professor Noro from 
Helsinki, Bastenier from Brussels, and Ferlinger from Vienna. 

Mercurial Poisoning.—The first report, on mercurial poisoning 
in hat factories and its prevention, was given by Professor Giulia- 
ni and Drs. Baldi and Zurlo. During the decade 1942-1952, 
more than 300 cases of mercurial poisoning were reported in 
Italian hat factories. The clinical symptoms were neurological 
manifestations, such as tremor, psychic irritability, insomnia, 
extrapyramidal alterations, expulsive gingivitis, and pain in the 
muscles and joints. Most of the patients improved after treat- 
ment; in many the condition remained stationary, but some died. 

Toxicological studies revealed that the atmosphere of the de- 
partments in which the epidemics occurred contained more than 
0.5 to 1 mg. of mercury per cubic meter, with a maximum of 
2 to 3 mg. per cubic meter. Some sporadic cases of poisoning 
occurred in places where the mercury concentrations were less 
than 0.5 per cubic meter; no case was reported in departments 
with concentrations lower than 0.10 to 0.15 mg. per cubic meter. 
The mercury disappears from the urine of the workers in a few 
weeks or some years after they have left the dangerous job. 
Poisoning in hat factories is caused by absorption of the mer- 
cury vapors through the respiratory tract; the absorption through 
the skin is so slight that it cannot be evaluated. A steam current 
may diminish the percentage of mercury present in the material 
that is being used. 

In prevention of mercurial poisoning in hat factories the aim 
should be to maintain the mercury concentration in the air 
that the workers breathe below 0.10 mg. per cubic meter. This 
can be done by removing the toxic vapors that are released from 
the felts at the place where they are produced. Medical pre- 
vention consists of giving this dangerous job only to persons with 
NO neurological defects or extensive dental caries and of re- 
Moving and treating those workers who show tremors and 
character changes. 
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Respiratory Disease in Sulfur Miners.—The second paper, on 
diseases of the respiratory system in sulfur workers, was read 
by Professor Grasso-Biondi and Dr. Sorrentino. On the basis 
of a critical review of the papers that have been published on 
the subject and the clinical and experimental data obtained to 
date, the speakers believe that the existence of pulmonary fibro- 
sis caused by sulfur has not been demonstrated. This was con- 
firmed by their study of 400 cases of acute inhalation of gas 
that occurred in the sulfur mines of Sicily and the data obtained 
from a clinical and roentgenological investigation of 6,000 
Sicilian sulfur miners. They believe that the inhalation by these 
miners of dusts containing free silica in harmful amounts 
is exceptional, and it is unlikely that such rare conditions of 
inhalation can persist long enough to produce pulmonary fibrosis. 

Industrial Psychology.—The third report dealt with orientation 
of industrial psychological techniques. Professor Pa'ma, an en- 
gineer, stressed the importance of correlating scientific knowl- 
edge of labor problems of the individual and of psychology 
applied to labor. The national institute for the prevention of 
casualties and professional diseases has instituted centers of 
psychological study in many Italian cities, where attempts are 
made to solve the problem of psychology applied to labor and 
to establish the criteria for a unification in the methods of re- 
search. Of great interest is the individual clinical and psycho- 
logical card much of which is dedicated to the clinical-sensorial 
examination and tc psychotechnical confirmations. 

Enzymes in Occupational Diseases—The fourth report, on 
enzymes in occupational diseases, was divided into two parts. 
In the first part Professor Graziani divided the enzymes into 
three groups: the hydrolases, the desmolases, and the enzymes 
that catalyze the transportation of atoms or groups of atoms 
to the interior of the molecules of the substrate. The most in- 
teresting group is that of the desmolases, which catalyze cellular 
oxidation-reduction reactions. The study of enzymatic diseases 
is interesting because of the sensitivity of the enzyme systems 
to very small variations of the pH and temperature. Professor 
Graziani reviewed the physiopathology of some poisons from 
the enzymatic standpoint. The action of lead causes diminution 
of codehydrogenases and produces a disturbance of oxidation- 
reduction that has repercussions mainly on the hemoglobin 
synthesis. Benzene produces an increase in disulfide linkages with 
a decrease in substances containing sulfhydryl radicles. Hydro- 
cyanic acid and cyanides are poisons of the Warburg’s respira- 
tory enzyme. Carbon monoxide blocks the respiratory function 
of blood pigment with formation of carboxyhemoglobin; in 
larger doses it also affects Warburg’s heme, whereas the yellow 
enzymes help to compensate for the poisoning. 

In the second part of the report, clinical and therapeutic appli- 
cations were discussed. Professor Sessa explained some of the 
most important occupational poisonings and began with the 
biochemical lesions that are caused through the inhibition of 
the enzymatic systems. The symptoms attributable to such in- 
hibition in lead poisoning are mainly anemia, coproporphyrin- 
uria, and hepatitis. In benzene poisoning there is depression 
of hematopoiesis, whereas fatty degeneration is the expression 
of the complex enzymatic alterations caused by phosphorus, 
carbon tetrachloride, or arsenic. In therapy the mechanism of 
enzymatic anti-inhibition can be called on for many medications. 
In fact, cysteine and reduced glutathione are great activators 
of proteinases; proteins activate lipases; and salts of magnesium 
activate phosphatases and phosphorylases. Therapy is also car- 
ried out for vitamin deficiencies that occur during poisoning 
such as of vitamin C in benzene poisoning, vitamin PP in lead 
poisoning, and B complex vitamins in benzene poisoning. 


Pneumoconiosis—Professors Peretti and Parmegiani, Mr. 
Occella, an engineer, and Dr. Zurlo read the fifth paper, on 
evaluation of the danger of silicosis in dusty jobs. The various 
methods used to collect dusts, the techniques for the granulo- 
metric analysis, and the count of the minute particles were re- 
viewed, and the risk of silicosis were discussed. This depends 
on various factors: objective (nature and subdivision of the ma- 
terial), environmental (job, climate, and local characteristics), 
and human (collective as well as individual). 

The sixth report, on prevention of pneumoconiosis in jobs 
underground, was presented by Professor Montesano and Mr, 
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Cigliuti, an engineer. They stressed the necessity of a physical 
examination before hiring not only permanent workers but also 
part-time workers in hydroelectric tunnels. They advocated 
periodic examinations during the year for these workers, and, 
since the most dangerous period in work underground is during 
the period tunnels are excavated in rock, they advocated greater 
precautions during excavations. 


LONDON 


Sickness and Incapacity.—For some years a survey of sickness 
has been conducted by the Central Office of Information for the 
General Register Office. Each person chosen to be interviewed 
was asked about his or her sickness experience in the two months 
preceding the interview. An analysis has now been published of 
the data obtained during 1947-1950 for persons aged 16 to 64 
years. For the purposes of this investigation the following defi- 
nitions were accepted: (1) incapacity, inability of employed 
persons to go to work or confinement to the house for house- 
wives and unemployed persons, (2) sickness rate, the number 
of persons of specified sex and age who reported some illness 
or injury during the month of the interview per 100 persons 
interviewed, (3) incapacity rate, the number of days of incapacity 
during the month per 100 persons interviewed, and (4) consul- 
tation rate, the number of medical consultations in the month per 
100 persons interviewed. 

An analysis of the monthly sickness, incapacity, and consul- 
tation rates showed that the sickness and consultation rates, 
except for three months in 1947, were always higher for women 
than for men. The female sickness rate ranged from 62 to 76, 
while that for men ranged from 53 to 66. Consultation rates 
for women ranged between 33 and 54, while those for men 
ranged from 28 to 48. A comparison of consultation rates for 
1947, before the introduction of the National Health Service, 
and 1950, subsequent to the introduction of the National Health 
Service, shows an increase in the rate for 1950, particularly 
for women; whether the difference is of statistical significance 
is not stated. Incapacity rates were more variable than the other 
rates: 51 to 154 for women and 62 to 162 for men. An analysis 
of the figures according to the occupation of the persons con- 
cerned, in a comparison of the figures for the two 2-year periods 
1947-1948 and 1949-1950 showed that for men mining and 
quarrying had the highest rates in both periods; the average 
yearly loss per person due to sickness or injury was three to 
three and one-half weeks, compared with a maximum of one 
and one-half weeks for other occupations. Men in agriculture and 
fishing had the lowest sickness and consultation rates, while pro- 
fessional and managerial personnel lost the smallest proportion 
of possible working time—2 and 2.3 days in the two periods 
(compared with 6.5 and 7.4 for men in mining and quarrying). 
Among women, housewives had the highest sickness and con- 
sultation rates, whereas those engaged in manufacturing had 
the highest incapacity rates. The average duration of incapacity 
for illnesses causing some incapacity was lowest in the fourth 
quarter of the year; the figures for the four quarters in 1947, 
for instance, were 10.3, 10.6, 10.2, and 9.2 days. Between a 
fifth and a quarter of total days of incapacity was due to ill- 
nesses of up to a week’s duration. For investigating the effect 
of the type of illness, four groups were taken: rheumatism, ex- 
cluding chronic rheumatic heart disease; colds and influenza; 
sore throat, including tonsillitis; and “ill-defined symptoms,” 
such as cough, pain in the chest or limbs, nausea and vomiting, 
diarrhea, headache, and undue fatigue. The proportion of ill- 
nesses not causing incapacity was highest each year for rheu- 
matic diseases and lowest for sore throat; these two conditions 
also had a peak number of illnesses causing seven days’ in- 
capacity. For colds and influenza two days was the commonest 
period of absence, and for ill-defined symptoms one or two days. 
The proportion of sore throats causing incapacity for more than 
a week and a half was much greater than that for the other 
groups. Of the total amount of incapacity caused by rheumatic 
diseases, four-fifths were due to illnesses of over a week, com- 
pared with about three-fifths for sore throats and just over one- 
half for colds and influenza. 
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“Catch A Cold” Volunteers Wanted.—The Ministry of Health 
appealed for 600 volunteers for a further development of the 
work at the Common Cold Research Unit at Harvard Hospital 
Salisbury, which is run jointly by the Ministry of Health anj 
the Medical Research Council. The volunteers are required to 
test experimental material obtained by growth on tissue Culture 
Recent work done at the unit on the mode of transmission of 
colds has shown a low natural cross infection rate (3 colds 
among 32 volunteers) even when healthy subjects had been jp 
contact for two hours with subjects with colds. Although previous 
work had shown the ease with which infected secretions might 
be transferred by means of contaminated hands and handker. 
chiefs, no colds followed the application of common cold Virus 
to the outside of the noses of human volunteers or the use of 
infected handkerchiefs, results suggesting that the virus is easily 
killed by drying. The method of testing for the cold virus jn 
experimental materials is by means of nasal drops given to vol. 
unteers after a preliminary period of observation to make sure 
that they are not already incubating a naturally acquired infec. 
tion. Since the unit began its work six years ago, 2,989 volun. 
teers have taken part in the trials—1,528 women and 1,461 men, 
In addition to board and lodgings, volunteers are paid their 
fares to Salisbury and are given 3s. a day pocket money. 


Isoniazid in Leprosy.—In one of the first reports of its kind to 
be published in this country, Dr. John Lowe gives his findings 
in 27 patients with leprosy who were treated with isoniazid. Of 
10 patients with tuberculoid leprosy treated for periods ranging 
from 8 to 19 weeks, only 1 showed any definite improvement, 
Dr. Lowe comments: “These results are very disappointing, for 
they could easily have been just the same with no treatment at 
all. They were in no way comparable to those regularly obtained 
with sulphones and thiosemicarbazones in similar cases. The 
therapeutic action of isoniazid in such cases seems negligible.” Of 
10 patients with lepromatous leprosy of moderate severity, 
treated for periods up to 23 weeks, none showed definite im- 
provement. Here his comments are: “I have no hesitation in 
saying that in this group of very favourable cases, sulphones 
or thiosemicarbazone would have produced definite clinical and 
some bacteriological improvement in a considerable number 
within this time. These findings, while not proving that isoniazid 
is inactive in lepromatous leprosy, strongly suggest that it has 
little or no action.” In seven more patients in whom treatment 
with sulphones or thiosemicarbazone had to be given up because 
of acute and subacute complications, isoniazid seemed to help 
control the acute symptoms but the late results were very vari- 
able. Thus isoniazid “may have some value in the treatment 
of acute and subacute manifestations of the disease, but the 
findings in this trial were not at all convincing.” 


Biological Age of Marriage.—At a recent session the Royal 
Commission on Marriage and Divorce received a memorandum 
submitted by Dr. Marie Stopes, dealing largely with biological 
aspects of marriage and contending that the age of marriage 
of girls should be lowered to 15. Biologically, she divided British 
women into three main types: those who were fully matured 
and ready for childbearing at the age of 15 or 16; those (and 
this is the largest group) not ready for marriage till the age of 
18 to 21; and those who could be married but were not sexually 
mature till about the age of 27 to 30. In her evidence she agreed 
that from an economic viewpoint young persons should be en- 
couraged to wait until about the age of 20 before marrying, 
but she considered that in certain cases earlier marriage would 
be advisable for those maturing at an early age. 


Medical Precautions in Korea.—Prof. G. Macdonald, director 
of the Ross Institute of Tropical Hygiene, University of Lon- 
don, has just returned to England from a visit to South Korea 
as leader of a World Health Organization medical mission. In 
an interview he has given a cheering picture of the war against 
disease in South Korea. The mission was surprised to find how 
well developed were the Korean medical services, with six medi- 
cal colleges. But, of course, this has been completely disorga- 
ized by war conditions. The United Nations Civil Assistance 
Command has a team of six to nine technical executives, i- 
cluding a medical officer, in each province. Its antiepidemic 
campaign has included the giving of a total of 70 million inocu- 
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Jations in a population of 20 million, and delousing has been 
carried out On a vast scale. These measures have been astonish- 
ingly effective, and for the past year epidemic diseases have 
been fully under control. Indeed, they are probably less preva- 
jent than ever before. 


Cortisone Supplies—About a year ago the British Medical 
Journal described some of the steps that were being taken toward 
the laboratory synthesis of cortisone. Its manufacture depends 
on very complicated chemical processes, which can be varied in 
many ways, and there are several stages in which there is a 
possibility of considerable economy if short cuts by new methods 
can be discovered, Evidently there has been a widespread in- 
vestigation of the ability of micro-organisms to carry out some 
of the more complex chemical transformations, and the results 
of this work are now appearing from several quarters. The most 
important example is the oxidation of Reichstein’s compound S 
to a substance that yields cortisone acetate in two simple stages. 
The Squibb Institute for Medical Research describes the use of 
the familiar Aspergillus niger for oxidation of steroids. It is not 
yet known how soon these and other new processes will be used 
in large scale manufacture, but it is clear that there are good 
prospects of competitive supplies of cortisone in the near future. 


Saxon Remains.—Recent excavations at St. Bride’s Church, 
Fleet Street, have brought to light one of the most valuable 
series of human remains ever discovered in this country. They 
represent a continuous series of English burial customs from 
early Anglo-Saxon times until the last century, and the charnel 
house is believed to be the only example in this country of 
medieval burial. Sir Arthur Keith, the veteran anatomist and 
anthropologist, described the remains as offering a unique oppor- 
tunity for anthropological study. Permission is now being sought 
for a selection of the remains to be sent to the faculty of anthro- 
pology at Cambridge University for research purposes. The 
Royal Society and the Royal Anthropological Institute have 
made grants to meet the expenses of the study, and Cambridge 
University has appointed a postgraduate medical student to the 
Crewdson-Benington studentship for the research. The Royal 
College of Surgeons is also interested. 


Royal Yacht.—The announcement by the Admiralty that the 
Queen has approved the general arrangements of the new royal 
yacht has aroused much interest, as the yacht has been so de- 
signed that it can be converted into a small hospital ship. The 
ship, which is to be launched by the Queen in April, has a dis- 
placement of 4,000 tons and can be converted into a hospital 
ship with the minimum structural alteration. The sun deck will 
be strong enough for helicopters to land on it with patients. 
The vessel is to be fitted out for voyaging in both cold and 
tropical waters. 


SWITZERLAND 


Problem of Toxicomania.—-The Swiss Society of Psychiatry, 
during its summer meeting, discussed the problem of the nature 
and treatment of toxicomania. Prof. Maurice Rémy (Bern) 
distinguished two main groups: toxicomania with a wide sig- 
nification, which consists of abuse with substances that involve 
the body becoming accustomed by physical or psychical nature, 
and toxicomania with a restricted signification, which consists 
of abuse with drugs that involve also tolerance associated with 
violent symptoms when abstinence occurs. Alcohol is the most 
representative substance of the first group, while drugs contain- 
ing opium belong to the second one. The psychoanalytic point 
of view of the problem was treated by Dr. A. von Orelii. The 
tcxicomaniac is a man who cannot abstain from using a toxic 
agent without his personality suffering; it is this suffering itself 
that explains the use. The toxicomaniac tries to substitute for his 
“interior emptiness” a toxic drug. 

This meeting was an occasion for a representative of the 
World Health Organization, Dr. P. O. Wolf, to describe the 
activity of this institution in the realm of drugs producing 
toxicomania. A series of definitions have been agreed on: toxico- 
mania is a state of periodical or chronic intoxication prejudicial 
to the person and to the society, produced by the repeated con- 
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sumption of a natural or synthetic drug. Its characteristics are 
an invincible desire or need of continuing the use of the drug 
and of obtaining it by any means, a tendency to increase the 
doses, and a dependance of psychological and sometimes physi- 
cal order toward the effects of the drug. Drugs producing 
toxicomania are the ones that can determine the state of toxico- 
mania. Drugs permitting the body to become accustomed to 
their effects are the ones that can be absorbed in a repeated way 
without producing all the characteristics that figure in the defini- 
tion of toxicomania and that usually are not considered as 
nuisances to the person and to society. 

After experimenting on animals and on men WHO regulates 
the prescription of several substitutes of morphine that produce 
toxicomania as severe as the one produced by morphine itself. 
On the advice of the expert committee of WHO for drugs 
capable of producing toxicomania, the executive council of 
WHO decided to consult the governments of the state members 
of WHO, on the possibility of doing without diacetylmorphine 
(heroin) in the interest of the international health preservation. 
There exists no intention from WHO to take such consultations 
for the other narcotics such as dihydromorphinone (dilaudid®) 
hydrochloride, dihydrocodeinone (dicodid®), and dihydro- 
codeinone enolacetate (acedicon®). As for amphetamines and 
barbiturates, their control must be made, at present, on a national 
rather than an international plan. 

On the treatment of alcoholics, Professor de Morsier and Dr. 
H. Feldmann (Geneva) offered an interesting communication on 
apomorphine hydrochloride. Referring to the 500 patients first 
treated by them between February, 1947, and October, 1950, 
by the original method of the authors, with a span of 5 years 
to 17 months they found absolute healing in 31% and social 
healing in 15.2% (46.2%); second occurrences in 39.8%; and 
no precise information in 14.0%. 

The treatment with apomorphine hydrochloride alone gives 
as many absolute healings as when it is associated with psycho- 
therapy or therapy with bis (diethylthiocarbamy]) disulfide “ab- 
stinyl.” On the other side, social healings go up from 12.4% 
with the treatment with apomorphine hydrochloride alone to 
18.6% if psychotherapy is associated. Most of the second oc- 
currences or relapses arise during the first months but especially 
between one and six months. The authors insist also on the 
biological effect of treatment by apomorphine hydrochloride, 
which restores the humoral balance in the alcoholic, and quiets 
the anxiety of the chronic alcoholic. Psychotherapy and social 
readaptation become then more accessible for the patient quieted 
by the medical treatment. 

Dr. Solms (Basel) spoke of his experiences with tetraethyl- 
thiuramdisulfide (antabuse®). This treatment needs the team- 
work of a physician, social assistant, judiciary organs who can 
intervene in case of relapse, employee, and an employer with 
faith. Tetraethylthiuramdisulfide is a medicament-type of pro- 
tection, which permits more efficient psychotherapy. Two weeks 
of hospital treatment, then 6 to 12 months of ambulatory treat- 
ment with very strict control of the patient by the different 
cooperating associates, are needed. At the smallest relapse, the 
patient is again hospitalized. The therapeutic doses are two 
tablets of tetraethylthiuramdisulfide a day for three days, fol- 
lowed by a test of 10 gm. of pure alcohol. Then, a particular 
dosage is devised, according to the tolerance of the patient to 
alcohol. Accidents and secondary effects of tetraethylthiuram- 
disulfide, or of the association of tetraethylthiuramdisulfide and 
alcohol, are notably more spectacular in Switzerland than in 
Denmark, for the somatic injury of the chronic alcoholics is 
three times stronger in Switzerland. An antidote against cardio- 
vascular collapses is the inhaling of oxygen and the administra- 
tion of vitamin C. The problem of alcoholism being of great 
importance in Switzerland, this meeting found great success 
among the Swiss practitioners. e 


Marcel Benoist Prize—The 1951 Marcel Benoist prize, the 
highest award given in Switzerland to a researcher, has been 
recently awarded to Dr. A. Fonio, professor at the Bern Univer- 
sity. Dr. Fonio is well known abroad among the practitioners of 
hematology. He has studied especially the problem of coagula- 


tion in various diseases. A modest researcher, Dr. Fonio has 


done much work with limited means. 








J.A.M.A., Feb. 21, 1953 


‘CORRESPONDENCE 


EUGENIC STERILIZATION, 1951 


To the Editor:—A long-range form of preventive medicine has 
been made available at governmental expense by the eugenic 
sterilization laws of 27 states, which provide that persons with 
certain hereditary diseases or defects may have the operation 
financed by the state or county, if the petition is approved by 
an Official state board, usually called the eugenics board. In 
most states only patients with psychosis, mental deficiency, or 
epilepsy are eligible. Tubectomy is the operation usually em- 
ployed, which causes no alteration in sexual characteristics or 
interests. 

In 1951, a total of 1,459 such operations were performed in 
20 states. This is less than the 1,526 in 1950 (J. A. M. A. 147: 
1595 [Dec. 15] 195i). North Carolina had the greatest number, 
375, tollowed by Virginia with 207, Georgia with 200, Iowa 
with 178, and California with 150. For comparisons of the 
activity in the various states, the 1951 eugenic sterilizations per 
100,000, as reported by state institutions and eugenics boards, 
have been calculated and are given in the accompanying chart. 
The rate for the 27 states having laws for eugenic sterilization 
at government expense is given separately. The rate in North 
Carolina is the highest, followed by Iowa, North Dakota, Vir- 
ginia, and Georgia. No sterilizations were reported jn 1951 in 
Arizona, Idaho, Kansas, Mississippi, Oklahoma, Vermont, or 
West Virginia. 
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The relative rates of eugenic sterilization provide an addi- 
tional demonstration of the importance of public understand- 
ing in securing cooperation in programs of preventive medicine. 
In four states, Georgia, Iowa, Nebraska, and North Caro- 
lina, lay groups have been active recently in calling attention 
to the importance of hereditary diseases and the lack of sexual 
changes after protective sterilization. In these states the average 
rate has risen until in 1951 it was 6.7, which is five times that 
of 1.3 in the remaining sterilization law states. 

The surgical technique of sterilization was reviewed by Lee, 
Randall, and Keettel (Am. J. Obst. & Gynec. 62:568 [Sept.] 
1951). They conclude that the 9% morbidity of postpartum 
sterilizations was no larger than that among patients delivered 
without sterilization and that the morbidity rate was unaffected 
by the postpartum day on which the operation was done. Their 
finding of failures in 1% of 1,115 sterilizations by the Madlener 
technique at the University of Iowa Hospital leads them to 
recommend the Pomeroy method. 

One session of the annual meeting of the German Gyneco- 
logical Society was devoted to “Abortion and Sterilization under 
Present and Futufe Law” (Arch. Gyndk. 180:289 [Nov.] 1951). 
Compulsory sterflization in Germany, according to Eberhardt 
Schmidt (page 297) ended with the cessation of the work of 
the eugenic courts. Sterilization for medical indications can be 
carried out in Germany under Section 14, paragraph 1, of the 
eugenic law of 1933. This law has been repealed in some states. 
Sterilization, however, is also permissible under another law 
(Section 226a StGB), which authorizes bodily damage of any 
type provided it is with the consent of the patient and according 


to guten Sitten (good custom). Schmidt considers that this Jay 
allows voluntary sterilization to prevent the transmission of yp. 
desirable heredity and, especially under present conditions in Ger. 
many, tubectomies for social indications. He urges, however 
that the right of the physician to sterilize be clarified by a more 
explicit national law. 

B. S. ten Berge reported at the same meeting (page 321) tha 
there is no compulsory sterilization in The Netherlands. Volyp. 
tary sterilization is permissible on eugenic grounds in the pres. 
ence of definite evidence of undesirable heredity and after 
consultation. Koller and Monsch of Switzerland (page 324) said 
that in their country there is no legal regulation of sterilization, 
The operation can be performed for therapeutic, eugenic, or 
social reasons and may reduce the number of criminal abortions, 

In Sweden, according to Sjovall (page 324) a law of 194) 
provides for voluntary sterilization of persons with hereditary 
diseases, of persons who because of mental conditions or asocial 
habits will be unfit to care for children, and of persons for whom 
pregnancy is dangerous because of illness or weakness. The 
annual number of sterilizations in Sweden had increased to 
2,200 in 1948, or to 30 per 100,000 inhabitants. The mortality 
in 4,570 sterilizations was 6, or 1 in 762 operations. Parache 
(page 333) said that in Spain voluntary sterilizations are per- 
missible for strict medical indications. No sterilizations are done 
for eugenic reasons. 

The sterilizations reported in Japan in 1951 numbered 16,223 
(Japan Planned Parenthood Quarterly 3:2 [Jan.] 1952). This total 
is not comparable with those reported in the United States, as 
15,409 were recorded in Japan as performed for reasons of 
maternal health, presumably including sterilizations for thera- 
peutic reasons and for multiparity. There were 717 for eugenic 
reasons and 107 because of leprosy. The reported sterilizations 
in Japan have increased from 5,749 in 1949 to 11,403 in 1950 
and 16,223 in 1951. Reports for the first three months of 1952 
indicated an annual rate of 23,000. 


CLARENCE J. GAMBLE, M.D. 
255 Adams St., Milton 86, Mass. 


SOCIALISM 


To the Editor:—I suppose we all realize that only a small battle 
has been won in the fight against socialism. We must yet definitely 
prove to everyone that private initiative and enterprise in medi- 
cine is as much better for the people as our philosophy is in all 
other phases of life. We know it, but we must show that it works 
for everyone. Of course, we must aggressively push all inclusive 
insurance to cover everyone in the middle economic class and 
below. Ways and means must be found to cover those on old 
age pensions, pensions of any sort for that matter, the blind, 
widows and orphans, the disabled, in fact all in the middle and 
lower economic groups. No one should have any reason to feel 
critical of us because of some catastrophic misfortune to even 
a few. 

While we are facing socialism in front of us, we have allowed 
it to surround us by practically surrendering our very base of 
operations, the hospitals. There is no more reason for private 
initiative and enterprise to surrender practically all hospitals to 
some form of state control than there is to surrender the direc- 
tion of the practice of medicine. If we do leave socialism there 
we will never be free. 

Private enterprise, philanthropic, nonprofit, private or group, 
and every similar form of hospital ownership and management 
where doctors are in control should be strongly encouraged and 
aided. Where groups of doctors are in direct control, I believe 
you will find much greater efficiency, closer doctor-patient con- 
tact and relationship, a significantly lowered mortality and mor- 
bidity rate, and much less cost to the patient. This, I believe, 
is a pressing matter while there is time. 

D. M. Apams, M.D. 
Adams Hospital, Inc. 
Panama City, Fla. 
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COUNCIL ON MEDICAL SERVICE 


-_—-— 


PLACEMENT OF PHYSICIANS BY THE 
QHIO STATE MEDICAL ASSOCIATION 








This series of statements on the placement of physicians 
through the efforts of state medical associations was prepared 
in the office of the Council on Medical Service of the American 
Medical Association.—Eb. 


Medical services and personnel of the densely populated state of 
Ohio appear to be adequate in number and properly distributed. 
Yet there is a need for physicians in the rural areas where human 
factors, such as the inclination to travel on the part of both 
physicians and patients, determine the need for medical care. 
Ohio is a leader industrially and agriculturally. By and large, 
the medical needs of the industrialized areas of the state are 
adequately met through a general tendency for physicians (and 
all professional men) to concentrate in the more urban areas. 
This urban trend on the part of medical men does not seem to 
have an economic basis at the present time. A physician in the 
rich rural areas has, generally speaking, the opportunity to 
enjoy a larger income and attain it earlier than his fellow phy- 
sician in the large city. Therefore, in dealing with the problem 
of medical care in rural areas, one must examine the facilities 
for medical practice and family life that are offered by these 
smaller communities. 


HISTORY OF PLACEMENT ACTIVITIES 

For years the Ohio State Medical Association has functioned 
to match the desires of a physician seeking location with the 
medical needs of a community. With the return of physicians 
from the armed forces after World War II, however, the asso- 
ciation found its placement services increasingly in demand. In 
1945 and 1946, it began compiling lists of physicians seeking 
locations and making these lists available to towns in need of 
physicians. Likewise it made available to physicians a list of 
openings for practice in Ohio. It was also at this time that the 
medical association inherited the records of the physicians 
procurement and assignment board of the state Selective Service 
agency. The file cards on each physician in the state used by 
this board were brought up to date and the material contained 
therein expanded to the point where, at the present time, the 
state medical association has a complete file of information on 
every physician practicing in Ohio. These cards are filed by 
county and are often referred to by the placement service. 


METHOD OF OPERATION OF THE OHIO PHYSICIAN 
PLACEMENT SERVICE 

When a physician requests information concerning openings 
for practice in Ohio, the letter of inquiry goes to the office of 
the executive secretary, Mr. Charles Nelson, who acknowledges 
the letter, answers any specific questions it may contain, and 
calls attention to towns that are about to lose their physicians 
to the armed services. With this answering letter is enclosed a 
list of towns with openings for physicians. In November, 1951, 
an additional letter listing communities that were in immediate 
need of a physician and offered better than average opportunities 
was sent to the physicians listed as seeking locations. 

A card with the physician’s name and a résumé of the in- 
formation included in his original letter is filed separately. This 
is done so that when a request comes to the office for a particular 
type of physician, such as a specialist or an assistant, the in- 
formation is readily obtainable. 

When a town or physician writes the association seeking a 
physician, Mr. Nelson answers the letter, stating he will place 
the opening on the list of available locations. He encloses in this 
letter the current list of physicians seeking placement. When 
vacant office space is the prime motivation for the request for a 
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physician, the inquiring party is advised that his needs might 
better be served through an advertisement in the state medical 
journal. In these cases if the need for medical care is seen by 
Mr. Nelson as genuine, the opening is carried under a miscellane- 
ous listing. 

When a physician establishes a practice in Ohio, the medical 
association office is, as a rule, first informed of this fact through 
its newspaper clipping service. Often this source also supplies 
information as to how a town has gone about securing a physi- 
cian. Other channels by which the association learns of newly 
located physicians are letters from the men themselves and 
membership applications from the county medical societies. 
Twice a year the men on the lists of physicians seeking locations 
are checked by mail and the list is revised. 

In the spring of 1952, the association submitted to all county 
medical society secretaries a questionnaire relevant to their cur- 
rent requirements for physician’s services. At this time also 
questionnaires were sent to all industrial concerns, hospitals, and 
government agencies that had formerly been listed as in need 
of physicians. Requests for specialists were checked by a third 
letter. With all this information at hand the new and up-to-date 
listing of opportunities for physicians was compiled. 


DATA ON LISTS OF OPENINGS 

At the present time the list of openings as sent to physicians 
includes the name of the town, its population, in some cases the 
population of the area, the number of physicians in: practice 
there, and the name of the person to contact in regard to the 
opening. Any data on the opening, in addition to the above, is 
supplied either by the town in its original request letter or from 
such sources as the state departments of education and health 
and county summary sheets that give the medical facilities, 
number of physicians, and the type of practice in each county. 


STUDY OF OPENINGS 

Often when the list of locations is sent to a physician, Mr. 
Nelson marks with a red pencil those towns that seem to offer 
the greatest opportunities for a physician. He bases this appraisal 
on his personal knowledge of the state, a consideration of the 
letter of request, the number of physicians in the community 
recently and the extent of their practice, and any information 
gained from interview with delegations from that community. 
In some cases the county medical society secretary is contacted 
to verify a need in a given locality. 


MAINTENANCE OF LISTS OF PHYSICIANS SEEKING LOCATIONS 

The name of any physician who writes the state medical 
association seeking a place to practice is automatically put on 
the association’s list of available physicians. Since many interns 
and residents in Ohio are from other states, only those men who 
take the Ohio State Medical Board examination and obtain a 
license are contacted by mail and invited to use the placement 
services. The Ohio state association is planning a questionnaire 
that will be sent to all physicians requesting the list of openings. 
This will provide the association with information, some of 
which will be incorporated into listings of physicians seeking 
location. 

Increasing the Supply of Physicians.—The Ohio State Medical 
Association actively supported a legislative program for the 
expansion of the state medical school. Three medical society 
representatives appeared before the legislature in favor of the 
appropriation of over eight million dollars for expansion pur- 
poses. The bill as passed represented a joint endeavor sponsored 
by Senator John Bricker, the medical alumni of Ohio State, and 
many other groups interested in the state medical school. As a 
result of this appropriation, the first year enrollment of the 
medical school has been increased from 88 students in 1948- 
1949 to 150 per year during the past three years. In addition, the 
medical school has launched a building program which to date 
has produced a 600 bed university hospital, a new dental school 
building, and much expanded medical services for the state, 
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Promotion of General Practice by Scholarship Programs.— 
The Rural Health Committee of the state medical association 
selects each year a young man from a rural area who has been 
accepted in an Ohio medical school to be the recipient of a $500 
yearly scholarship award. There is no obligation other than a 
moral one encouraging the recipient to settle in a rural area to 
practice. 

Support of Programs to Interest Students in General Practice.— 
The first series of informal lectures sponsored by the Committee 
on Rural Health of the state medical association was given to 
senior medical students at Ohio State University in 1952. The 
enthusiastic reception these lectures received insures their yearly 
repetition. It is hoped that the other medical schools in Ohio will 
incorporate these lectures into their senior programs. 

Preceptorship programs have as yet not become a part of the 
Ohio scene. They are, however, on the agenda of the Rural 
Health Committee, and at the present time opinion reports on 
this program are being collected from physicians throughout the 
State. 

Making Rural Practice More Attractive-—By supplying speak- 
ers for scientific sessions of the state medical association as well 
as county medical societies in the Columbus area, the medical 
school of the University of Ohio maintains an active interest in 
continuation education programs for medical practitioners. 
Additional postgraduate instruction is offered to physicians in 
rural Ohio by the Ohio section of the American Academy of 
General Practice in Cooperation with the state medical school. 
The lack of diagnostic laboratory and consultation facilities has 
discouraged many young physicians from entering rural prac- 
tice. In Ohio this problem has been met through the operation 
of the university medical center. By referring patients to this 
center any physician may have returned to him the results of a 
diagnostic work-up on the case along with recommendations for 
further treatment. 


ASSISTING COMMUNITIES TO ATTRACT PHYSICIANS 


When a community requests help in finding a physician, the 
Ohio Association will send to that community the A. M. A. 
pamphlet, “How to Get a Doctor,” reprinted from the Farm 
Journal of April, 1951. In regard to small communities that 
cannot support a physician, the Ohio Association feels duty 
bound to list as openings every request for a physician. They con- 
sider this course wise from a public relations standpoint. Rather 
than to tell community leaders that they cannot hope to get a 


resident physician, their reply is, “We will put you on the list - 


but don’t be too optimistic for there are other locations with 
more opportunities for a physician and in greater need of one.” 


MISCELLANEOUS 

The Ohio Rural Health Council was organized as a post 
World War II project to promote better rural health services 
and facilities. Its membership includes representatives of such 
agencies as the Ohio State Medical Association, the Farm 
Bureau, State Department of Health, and the Ohio Council of 
Churches and 22 area representatives attached to no particular 
group. The efforts of this group have done a great deal to dispel 
the antagonism once directed toward the medical profession in 
Ohio because of the feeling that the medical care problems of 
the rural areas were being neglected by the profession. The rural 
health council has helped to create a spirit of self-help on the 
part of rural communities seeking medical service. This council 
has as its stated objectives: (1) the assembling and dissemination 
of information to inform rural persons of the health programs 
being carried out in other counties; (2) the encouragement of 
organizations and agencies to initiate programs of health edu- 
cation within their own organization; (3) holding Ohio state 
and district meetings to afford opportunities for lay and pro- 
fessional people to discuss health problems together; (4) training 
of leaders in rural areas to assume responsibility in promotion of 
health activity; (5) encouraging counties to make surveys and 
studies to determine local health problems and needs on which 
to base programs. The Clinton County Survey of Medical Needs 
was made possible as a result of the cooperation of doctors and 
lay groups acting through the Ohio Rural Health Council. 


J.A.M.A., Feb. 21, 1953 


PLACEMENT OF PHYSICIANS BY THE VIRGINIA 
COUNCIL ON HEALTH AND MEDICAL CARE 


The history of placement service activity in Virginia jg $0 
closely allied to the history of the Virginia Council on Health 
and Medical Care that a short review of this council is a neces. 
sity. Although the council was not formed until 1946, the idea 
had been incubating for some years. As in most states, numeroys 
agencies had been making surveys and discovering needs in the 
field of health and medical care. One of these was a home 
demonstration club project in the state of Virginia, with Dr 
W. E. Garnett of the Virginia Polytechnic Institute as the spear. 
head. Dr. Garnett called together a number of organizations 
interested in health to form a public opinion committee, which 
subsequently published several reports on health conditions jp 
rural Virginia and brought the need for a coordinating group to 
the attention of the voluntary and official health agencies of the 
state. ; 

Recognizing the need for a more closely knit organization to 
Carry on an over-all health. program, the Virginia Tuberculosis 
Association requested Dr. H. B. Mulholland, then president of 
the Medical Society of Virginia and assistant dean of the Univer. 
sity of Virginia’s department of medicine, to call together alj 
groups with a direct or related interest in health. A full year later 
the representatives of the original 37 organizations met at Rich- 
mond to form the Virginia Council on Health and Medical Care. 

The objectives of the council are stated as (1) to promote better 
health and medical care throughout the state and (2) to serve 
as a Clearing house for both agencies and individuals through 
coordination of effort, through education of the public, and 
through specific projects that may be adopted from time to time 
as the changing needs of the commonwealth may require. The 
council possesses unique qualifications for the handling of a 
physicians’ placement service for, although the council’s chief 
supporter is the state medical society, it is independent of this 
society and counts among its members 55 state-wide and 120 
local agencies and groups interested in the problem of health in 
Virginia. 

Before the council could embark on a program of physicians’ 
placement, it was felt that a complete inventory of the state’s 
medical resources and health needs was required. Accordingly in 
1949 a Committee to Survey Rural Areas in Need of Physicians 
was set up and such an inventory undertaken with the co- 
operation of the Medical Society of Virginia, the medical schools 
in the state, the state department of health and the extension 
service of the Virginia Polytechnic Institute. 

The information gathered in this inventory included the age, 
medical school, specialty, and extent of practice of each physi- 
cian in rural Virginia. This information was transferred to a card 
file and then to a large map of the state with a symbol to 
represent each of the categories. All the counties in the state 
were ranked as to physician-population ratio, income per capita, 
proximity to larger trading centers and metropolitan areas, and 
value of property per capita. The counties fell into two general 
groups: One group, the predominantly rural counties, were 
sparsely populated with low income per capita and low property 
evaluation; the other was the densely populated group with high 
incomes per capita and located near large cities. 

Three subcommittees were appointed by the original commit- 
tee. The first was assigned to task of setting up criteria for 
evaluating the relative need for physicians in various areas and 
of preparing a suggested method of procedure. The second sub- 
committee was to develop recommended procedures to be 
followed in determining the availability of physicians for loca- 
tions in Virginia. It was the purpose of the third subcommittee 
to study the possibilities of securing data from localities con- 
cerning inducements that might be offered to physicians. 

As a result of this survey 33 counties were found to be in- 
adequately served on the basis of physician-population ratios. A 
socioeconomic study of these counties was recommended, but 
not enough funds were available to carry out such a study. With 
the information derived from this inventory, the Virginia council 
was in a position to launch its physician placement program. 
It now had statistics on both communities and physicians and 

could function as a clearing house to exchange this information. 
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OPERATION OF THE PLACEMENT SERVICE 

When a physician requests information on openings for 
general practice in Virginia, he is sent a list of locations and the 

rson to contact in regard to each opening, in addition to 
rather extensive data on each community. The physician is also 
gent a questionnaire designed to secure information as to his 
medical background. If the man comes from out of the state, 
the council submits his name to the state chamber of commerce, 
which will send him a Virginia highway map and promotional 
jiterature concerning the state. 

When a town requests help from the Virginia council in 
securing a physician, the letter of request is acknowledged and 
the person making the request is asked to answer 20 selected 
questions relevant to the population of the community and 
surrounding areas, the number of other physicians in the vicinity, 
hospital, office and housing facilities available, schools, churches, 
roads, recreational facilities, etc. 

The next step the council takes is to verify the need for a 
physician in the community. To do this, the president of the 
local medical society or in some cases the district councilor of 
the medical society or county health officer is asked for a 
professional evaluation of the medical need of the community 
as well as its ability to support a physician. When the above 
procedure has been completed, the name of the community and 
the assembled data are incorporated into the list of openings that 
js sent to interested physicians. 

At this time the list of available physicians is given to the 
community leaders with suggestions as to its use. That is, they 
are asked to contact personally those physicians from the list 
who reside within a short distance and invite them to visit the 
community. To reach physicians who may be located at some 
distance, a letter containing information on the town is con- 
sidered advisable. 

Keeping the placement service’s information up to date is a 
constant problem. Mr. Edgar J. Fisher Jr., the Virginia council 
director, estimates that an average of four physicians per week 
contact his office concerning places to practice and an average 
of two communities every week request physicians. So that cur- 
rent data may be available, new lists of both open locations for 
practice and physicians available are compiled monthly and sent 
to physicians and communities. 

The only means the council office has of learning when 
locations are filled are letters from the physicians themselves or 
from the communities, county medical society applications, or 
Mr. Fisher’s own observation in his travels throughout the state. 
Actually, however, verification in this regard is one of the 
problems that still escapes satisfactory solution because of the 
laxity of both physicians and communities in notifying the place- 
ment service. c 

DATA ON LISTS OF OPENINGS 

The council has incorporated into its listings sent to interested 
physicians extensive information on each of the openings for 
practice in the state. This information is derived from the 20 
questions asked of each community soliciting the council’s aid 
in finding a physician. In addition to this, Mr. Fisher attempts 
to visit each community seeking a physician, thus gaining first- 
hand knowledge that he can impart to those men who come to 
his office for a personal interview. 

Mr. Fisher as director of the Virginia council studies each 
opening during his field trips. With the help of the opinions of 
local medical society officers, health officers, or district medical 
councilors, he attempts to appraise the need for a physician in 
each community requesting one. 


MAINTENANCE OF LISTS OF PHYSICIANS SEEKING LOCATIONS 

A list of physicians interested in locating in Virginia is revised 
monthly and sent to towns which are seeking physicians. A 
questionnaire similar to that used by the placement service of 
the Council on Medical Service of the A. M. A. is sent to all 
physicians who contact the Virginia council office. This question- 
naire includes information on the physician’s medical school of 
graduation, his postgraduate training, his military status, and the 
‘type of practice in which he is interested. 


COUNCIL ON MEDICAL SERVICE 667 


The Virginia council also maintains an up-to-date list of all 
interns who are graduates of the two Virginia medical schools 
as well as those in all Virginia hospitals. These interns are sent 
a letter by the council telling of its placement services and offer- 
ing to assist them in finding suitable locations for practice in 
Virginia. 

COOPERATION TO INCREASE SUPPLY OF GENERAL PRACTITIONERS 

Expansion of the Medical School.—The council has in- 
corporated the legislative program of the Virginia medical 
schools into its own program. It has helped to secure appropri- 
ations to finance medical science laboratories, a new dental 
building, and nurse’s dormitory at the Medical College of 
Virginia. 

Scholarship Programs.—The State of Virginia grants $1,000 
annually to 20 students at the Medical College of Virginia, 20 
students at the University of Virginia Department of Medicine, 
and 10 students at Meharry Medical College in Tennessee. In 
return the students agree to practice one year in a rural area 
approved by the state health commission for each year of the 
grant. 

Curriculum Programs.—The Medical College of Virginia and 
the University of Virginia department of medicine have set up 
definite schedules of lectures on rural medicine and on medical 
economics in general. Both schools have rotating internships in 
cooperation with six small rural hospitals, and have consultation 
service with 13. Faculty members from the schools go on rounds 
with the interns, review cases, and participate in staff meetings. 
The students see phases of actual practice not available in large 
general hospitals, and in this way some are attracted to general 
practice in rural areas. 

Special Programs.—The Virginia council sends a letter to all 
junior and senior students in the two medical schools in the 
state informing them of the placement service and offering help 
in finding them locations when they are ready to practice. This 
year the council is contacting seniors in eight medical schools 
of states neighboring Virginia offering them this same service. 


ASSISTING COMMUNITIES TO ATTRACT PHYSICIANS 

The council is often called on by communities for help in 
developing a program to attract a physician. Mr. Fisher gives 
frequent talks before local groups such as the Grange, Ruritan 
clubs, or other organizations that may be conducting the cam- 
paign to secure a physician. In these talks he stresses the re- 
sponsibilities of the community in getting and keeping a physi- 
cian. He tells what the council can do to help them find a 
physician and what it has done in other places. These talks also 
point out the manner in which communities can best use modern 
medical care and the reasons why many physicians have left 
rural communities. Thus some communities that cannot support 
a physician can he tactfully educated to that fact and led to 
accept the reality that they would be better off going to a nearby 
center for medical care. 

Postgraduate Education for Rural Practitioners.—The medical 
schools of Virginia sponsor two broad programs of continuation 
education for general practitioners: symposiums held three times 
a year at the University of Virginia at Charlottesville and a 
lecture series held twice a year at the Medical College of Virginia 
in Richmond; and an affiliated hospital program that rotates 
interns through six rural hospitals and makes available con- 
sultation service to 13 small hospitals scattered across the state. 
At these affiliated hospitals, specialists from the medical schools 
hold seminars and ward rounds with patients presented by local 
physicians. These meetings are attended by many of the practi- 
tioners in the area surrounding the hospital concerned and are 
recognized for credit by the American Academy of General 
Practice. 

The Medical Society of Virginia cooperates with the two 
Virginia medical schools in offering periodic one day courses 
and seminars to groups of physicians in various areas of the 
state where hospital facilities are limited. Both medical schools 
cooperate to the fullest extent with the Virginia Council on 
Health and Medical Care to provide expanding medical services 
for rural Virginia. 
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PLACEMENT OF PHYSICIANS BY THE 
NEBRASKA STATE MEDICAL ASSOCIATION 


A willingness to travel long distances to trade is characteristic 
of the majority of the inhabitants of the sparsely settled, largely 
rural, state of Nebraska. It is this willingness to travel, born of 
necessity and having its roots in the historical development of the 
state, that has sintplified here the problem of physician place- 
ment. Rural Nebraskans are accustomed to securing medical 
care during traditional Wednesday and Saturday migrations into 
trading centers. Thus trade centers become medical centers set- 
ting a pattern for efficient use of medical manpower in the state. 
Of an average of 30 openings for physicians listed by the state 
medical association, only 2 or 3 are regarded by the executive 
secretary as presenting really good opportunities for practice and 
being undoubtedly capable of supporting a physician. Moreover, 
none of these 30 locations are considered in desperate circum- 
stances because of the lack of a resident physician. Therefore the 
placement activities of the Nebraska State Medical Association 
have not been emphasized even though an efficient service is 
maintained for making known to physicians seeking placement 
all openings for medical practice in the state. 


OPERATION OF THE PHYSICIAN’S PLACEMENT SERVICE 


When a physician requests information on openings for 
medical practice in Nebraska, he is sent rather extensive in- 
formation on each of an average of 30 towns listed in the files 
of the state medical association as needing or wanting a physi- 
cian. With this packet of information is sent a letter welcoming 
him to practice in Nebraska and advising him to choose from 
the lists several communities that, on the basis of the informa- 
tion supplied, might warrant a personal visit. Also included in 
this first letter is a list of available positions as an assistant or 
associate to an established physician. In some cases this list 
offers an opportunity to take over the practice of a physician 
who may want to retire. 

When a community writes the state medical association re- 
questing its help in locating a physician, the contact person in 
that community is sent a questionnaire seeking information on 
the town. He is sent as well a list of physicians desiring locations 
for practice and is advised to write the men on this list to 
determine their present availability. At two or three month 
intervals, the medical association contacts these physicians in 
an attempt to keep its listings up to date. Invariably there are 
several who do not answer these requests and who have located. 
These names are kept on the list on the chance that they may 
still be interested in finding a place to practice. 

A newspaper clipping service supplies the state association 
with its most up-to-date information on the whereabouts of 
newly established physicians. The association also regularly 
writes the towns on its list of openings to reconfirm their desire 
for a physician. 

In cases in which a town is about to lose q physician to the 
armed services, the state medical association upon request 
publishes an information sheet omitting the name of the town 
and sends this sheet to all the physicians on its list of those 
available for placement. Physicians who are interested may then 
secure the name of the town and visit the location. ; 


DATA ON LISTS OF TOWNS 

The Nebraska association gathers by means of a questionnaire 
an extensive fund of information on each of the towns on its 
list of openings for physicians. Information thus gathered in- 
cludes population of the trade area, nearest towns, their popula- 
tion, type of roads and distance to each, and number of physi- 
cians, schools, churches, and business places in the town, the 
hospital facilities in the area, and the office space and living 
quarters available to a new physician. The contact person in 
each town is asked to type all this information on the question- 
naire and return it to the association office. Twenty-five to 50 
duplicates of this completed form are mimeographed so that a 
copy may be included in the packet sent to physicians seeking 


locations to practice. 
STUDY OF OPENINGS 


Mr. Merrill C. Smith, the executive secretary of the state 
medical association, studies each request for a physician as it is 
received in his office and from his extensive knowledge of the 
state appraises the need for a physician in each particular in- 
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stance. If there is any question in his mind as to this need, he 
will consult with the councilor of the medical district in which 
the opening is located or he may ask the opinion of Physicians 
in surrounding towns. 


MAINTENANCE OF LISTS OF PHYSICIANS SEEKING LOCATIONS 


The Nebraska association adds to the list of available physi. 
cians the names and addresses of every physician who contacts 
its office requesting information on locations for practice in the 
state. During the spring, inquiries from interns about to go into 
practice reach their peak, increasing the number on the list of 
available physicians to an average total of 25. This list is sen 
not only to towns seeking a physician but td physicians wanting 
an assistant, associate, or someone to take over their practice 

Each year a letter is sent by the state medical association tg 
the director of internships at all Nebraska hospitals that have 
interns. This letter tells of the physician’s placement service jp 
Nebraska and offers this service to those interested in general 
practice. The director is asked to post this letter where it will 
be seen by the interns. 


COOPERATION TO INCREASE SUPPLY OF GENERAL PRACTITIONERS 


Thus far the state medical association has had little Oppor- 
tunity to cooperate with the Nebraska medical schools in de. 
veloping enrollment and curriculum programs designed to 
promote general practice. The University of Nebraska College 
of Medicine, however, does require its students to work with 
general practitioners during three months of the senior year, 
The students assist in oper~‘ions, deliveries and office practice, 
thus becoming acquaintec 4 rural practice and its social, 
cultural, and economic aspecis. Creighton University School of 
Medicine constantly indoctrinates students and interns with the 
need of rural areas for well-qualified young physicians. 

In March of 1952 the state medical association sponsored a 
Senior Medical Day, to which the seniors of both medical 
schools in Nebraska were invited. Some 145 attended the after- 
noon and evening programs, which included five papers, a film, 
and dinner. The papers dealt with the problem of general practice 
and were read by general practitioners. 


ASSISTING COMMUNITIES TO ATTRACT PHYSICIANS 

In asking for information of interest to a physician seeking a 
location for practice, the questionnaire sent by the medical asso- 
ciation to towns wanting a physician points the way for in- 
creasing the attractiveness of the community for a physician. Mr. 
Smith, the executive secretary of the medical association, in his 
talks to local civic groups in small communities desiring a 
physician, explains the problems of physician placement and tells 
of ways in which other towns have found a physician. 

Communities Unable to Attract Physicians.—In his written 
reply to towns that because of their small size and lack of real 
need are unable to attract a physician, Mr. Smith points out that 
young physicians are more interested in locating where there is 
a real need for a physician than in a town that has ready access 
to physicians. Frequently Mr. Smith is called on by civic groups 
in rural communities to discuss current trends in medical care. 
In these talks, he emphasizes that improved transportation facili- 
ties make medical service easily available today even to towns 
which have no resident physician. 

Postgraduate and Refresher Courses.—In the fall of 1951 the 
Speakers Bureau Committee of the state medical association 
with the support of the American Cancer Society and the Ameri- 
can Heart Association held a one day regional postgraduate 
course in eight topics of interest to general practitioners. These 
papers were presented by four eminent medical men from other 
states and were delivered on successive days in six regional cen- 
ters across the state. This course will be held again this year with 
the added support of the Trudeau Society. 

In the spring of every year the state medical association holds 
a three day scientific program designed to bring physicians up 
to date on recent developments in medicine. The 12 medical 
councilor districts each hold regular meetings with a scientific 
program, as do the county medical societies. 

The Nebraska Academy of General Practice holds a yearly 
one day scientific meeting to which all physicians in the state 
are welcomed. The Omaha Midwest Clinical Society holds an 
annual five day series of seminars on scientific subjects. These 
meetings are open to all physicians who wish to come. 
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pLACEMENT OF PHYSICIANS BY THE 
INDIANA STATE MEDICAL ASSOCIATION 


In Indiana as in Ohio the existing need for medical care stems 
not from a lack of facilities but from insufficient medical man- 

wer in general practice. There are no areas in Indiana farther 
than 20 miles from hospital facilities. Therefore, the rural health 
committee of the state medical association feels that the logical 
corrective course to follow is to attempt to “sell” general practice 
to the medical students and to educate communities to their 
responsibilities in getting and keeping a physician. In order to 
accomplish these ends the Indiana State Medical Association has 
made extensive plans for elaborating existing activities in physi- 
cian placement and for instituting new developments, which, it 
is hoped, will eventually provide the best in medical service for 
all of rural Indiana. 


OPERATION OF THE PLACEMENT SERVICE 


When a physician requests information on openings for 
practice in Indiana, he is sent a list of somewhat over 100 
communities seeking physicians, and in the majority of cases, 
the names and addresses of persons to contact in regard to these 
openings. Upon receiving a request for help in finding a physician 
for an Indiana community, the state medical association immedi- 
ately places that community on its list of openings for physicians. 

In order to keep its register of openings up to date, the 
association utilizes a newspaper clipping service, letters sent by 
communities telling of a physician who has located, and finally 
the county medical society applications received in the associ- 
ation office. Also a recheck of the list is made at regular inter- 
vals, 

DATA ON LISTS OF OPENINGS 

At the present time the list of openings as sent to interested 
physicians includes the name of the town, its population, and 
the name of the county in which the opening is located. For 
many of the communities, there is included, in addition to the 
name of the contact person in the community, a brief paragraph 
containing other information on the town, such as its distance 
from nearest larger cities, number and age of medical practition- 
ers in the area, and any special arrangements the town is willing 
to make for a new physician. 

In the spring of 1952, the association began to collect by 
questionnaire an extensive fund of information from each com- 
munity on its list. Eventually this information will be incor- 
porated into a brochure to be sent to physicians interested in 
locating in Indiana. 

The brochure that the association is planning for the future 
will contain for each opening an economic study of the location, 
an invitation sheet explaining the placement program and asking 
for suggestions and criticism, a pamphlet entitled “Rural Prac- 
tice Can Be Fun,” outlines of suggested office plans with esti- 
mates of cost of equipment, an official road map and a historical 
map of Indiana, a signed letter of invitation from the county 
medical society involved, an outline of what the community 
offers to do in order to obtain and keep a physician, an outline 
map of the state with the county in which the opening is located 
blacked in and all surrounding hospital facilities shown, and an 
individualized brochure cover entitled “A Place of Your Own 
Is Awaiting You in Indiana.” 


STUDY OF OPENINGS 


In order to determine the need for a physician in any par- 
ticular location, the state medical association sends a letter to 
the appropriate county medical society president asking for the 
society opinion as to the medical needs of the community. This 
opinion coupled with a consideration of the physician-population 
ratio in the area provides the basis for an estimation of the need 
for a physician by the association. Planned for the future is a 
priority rating system to provide some objective measure of the 
need for medical service in each town requesting help in finding 
a physician. 


MAINTENANCE OF LISTS OF PHYSICIANS SEEKING LOCATIONS 
On request from a town, the association will send the names 
and addresses of the physicians available for location. This list 
is made up of the men who contact the association office in 
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search of a location for practice. It is planned that in each issue 
of the Indiana medical journal there will be a column listing the 
so-called top priority locations that have openings for physicians 
and a column of names and addresses of physicians seeking 
places or practice. It is hoped that this service will facilitate the 
exchange of current information and increase the efficiency of 
the physicians’ placement service. 

The state association maintains lists of both interns and resi- 
dents in Indiana hospitals. Last year the association sent each a 
letter telling of the placement service and offering help in finding 
suitable locations for practice. 


COOPERATION TO INCREASE SUPPLY OF GENERAL PRACTITIONERS 


The Indiana State Medical Association has supported the 
expansion of medical education in the state by working through 
its members to promote favorable legislation. By this means 
$125,000 was appropriated in 1951 to study the need for a new 
medical school in Indiana. A class of 150 students per year is 
now being enrolled by the state medical school, which was 
originally designed to enrol only 60 students per class. 

After a study of medical education, the Rural Health Commit- 
tee of the Indiana Medical Association made the following 
recommendations to its House of Delegates: 1. Medical school 
admission procedures are in need of alteration so that extra 
admission points could be awarded young men from rural areas 
on the assumption that they are likely to return to rural areas 
to practice. In 1952 the state medical association discontinued 
its scholarship program, which had granted $5,000 annually to 
six students with the stipulation that they agree to practice five 
years in a rural Indiana community after graduation. The pro- 
gram was not considered successful. 2. Curriculum trends are 
such that though young physicians are skilled in the science of 
medicine they know little of its art. Likewise they are insuffi- 
ciently informed in regard to the economics of medicine. 3. Pre- 
ceptorships are desirable. 4. Externship in small hospitals is very 
desirable. 5. A general practice residency should be encouraged. 
6. A general practice department at the university with its head 
of professorial rank is needed. 7. Rotating internships through 
rural hospitals are considered desirable. 

These recommendations from the Rural Health Committee 
were then referred to the Committee on Medical Education and 
Hospitals of the state association. It is the function of this latter 
committee to deal with the state medical school. In 1952 the 
Indiana Medical Association sponsored a lecture on general 
practice presented to the junior and senior medical students by 
a popular general practitioner from a rural town of 450. 


MAKING RURAL PRACTICE MORE ATTRACTIVE 

Assisting Communities to Attract Physicians.—In the past the 
program of assisting communities in their efforts to attract 
qualified physicians has been an informal one; however, the 
state association is planning to inaugurate a community contact 
plan to point up the areas in which a community can attract a 
physician. Where the building of a small community clinic or 
hospital is indicated, this contact plan will serve to clarify the 
legal aspects of such an undertaking. At present this function is 
carried on by the state board of health. This plan will also pro- 
vide a proper form for reply to communities that are considered 
not in need of a physician, and will serve as well to educate 
smaller communities that have a local physician as to how to 
use the service of that physician if they wish to keep him. Other 
areas of community responsibility with which the contact plan 
will be concerned include housing, medical equipment, and 
office facilities for the physician. Finally, follow-up literature, 
which will include building plans, equipment lists and cost esti- 
mates, will be provided by the medical association to those 
towns that show real interest in building or assisting to build a 
physician’s office or clinic. 

Communities That Cannot Support a Physician.—The planned 
program for educating small communities that cannot support 
a physician will be carried on by the state medical association 
working with members of the Rural Health Committee and 
assisted by the county medical society committees, which in 
the past have had very little function. A priority rating plan for 
determining the severity of medical need of towns will be 
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developed so that those communities that are not in great need 
of a physician and cannot attract one can be singled out and 
given a specific rating. Then the Grange and other state-wide 
groups will discuss with the Rural Health Committee the best 
ways for the community to utilize the medical services available 
to it. In certain casés the field representative of the state medical 
association might assume the function of the Rural Health Com- 
mittee in such discussions. 

Postgraduate Courses for General Practitioners.—The Indiana 
University School of Medicine offers to the general practitioner 
several postgraduate courses, including a two day study of the 
diagnosis of malignant diseases, a one day symposium on the 
heart and malignancy, and a two day course on such specific 
subjects as electrocardiography. 

In cooperation with the Indiana medical school the state 
medical association sponsors telephone seminars designed for 
general practitioners. Originating as a rule in the auditorium of 
the medical school, these seminars are sent out by leased wire 
to be amplified before county medical societies that subscribe 
to the service for their monthly meetings from October through 
May. For those societies unable to meet on the nights of these 
seminars, the programs are recorded and the wire recordings 
rented on a circulating basis for the same fee charged for direct 
telephone transmission. Enthusiasm for these seminars has been 
high, since they not only insure the speaker of a large listening 
audience but also liberate the attending physician from arduous 
trips to large centers when he wishes to hear nationally recog- 
nized medical speakers. On several occasions during the past 
year, physicians in distant cities communicating by telephone 
have participated in panel discussions with a moderator located 
in Indianapolis. These seminars have been particularly well 
received. 

Special Services Available to General Practitioner —The In- 
diana University Medical Center makes available to the physi- 
cians of the state its diagnostic and laboratory facilities. A rural 
general practitioner may refer patients to the outpatient clinic 
at the medical center for diagnosis and/or therapy. 

The state medical association employs a field man who travels 
throughout southern Indiana functioning as liaison officer be- 
tween the county medical society and the state association. With 
him he carries sound movie and recording equipment with which 
he presents cost-free programs before county medical societies, 
thus encouraging them to meet regularly. The medical associ- 
ation intends eventually to employ a second field man who will 
travel in northern Indiana. 


PLACEMENT OF PHYSICIANS BY THE 
MISSOURI MEDICAL ASSOCIATION 


The problem of placing physicians in Missouri is complicated 
by the presence of a large number of cultists in the state. These 
men tend to locate in the rural areas, not necessarily in response 
to the need for medical care of the inhabitants but because of 
their failure in the more urban centers to obtain appointments 
in hospitals staffed with qualified physicians. 

The diversity of the state presents further problems in physi- 
cian placement. The large Ozark area with its sparse population 
presents one problem, the southeastern area with its mixed 
population another, and the mining area south of St. Louis still 
a third problem in the placing of physicians. 


OPERATION OF THE SERVICE 

When a physician requests by mail information on openings 
in Missouri, Mr. Raymond McIntyre, the field secretary of the 
state medical association, acknowledges the letter and urges that 
the physician contact him personally if at all possible. He en- 
closes with his reply a list of the openings for medical practice 
in the state. If the letter seems to indicate a genuine interest in 
practice in Missouri, Mr. McIntyre will recommend certain 
openings that are not included in the general list of suggested 
locations. These locations are usually recent and represent better 
than average opportunities for a young physician. 

The personal contact with the physician seeking a location is 
an integral part of the placement service in Missouri. Mr. Mc- 


J.A.M.A., Feb. 21, 1953 


Intyre believes that with his knowledge of the locations he cap 
on personal interview, closely match the needs and desires of 
the physician with the opportunities offered by a community, 
This screening process, he believes, is essential in insuring that 
the physician will be satisfied with his location and will pe 
accepted by the community thus assuring that he will become g 
permanent part of the life of that community. 

When a town requests a physician, that town is visited by Mr. 
McIntyre before it is placed on the list as a bona fide opening 
for medical practice. Since his service is a highly personal one 
he feels that he cannot depend on questionnaire type informa. 
tion to characterize the openings for practice in Missouri. 

When a physician settles in a town, the various channels by 
which this information reaches the association office are its 
newspaper clipping service, letters from the town or physicians 
to the association, personal observation by Mr. McIntyre during 
his travels through the state, and finally applications for member. 
ship received by the medical association. 


DATA ON OPENINGS 

A list of suggested locations is made available to any physi- 
cian who requests information on openings for practice in 
Missouri. Each opening is accompanied by a character sketch 
based on Mr. MclIntyre’s knowledge of the location. This brief 
characterization gives enough information to provide a basis for 
a visit to the community by the interested physician. 

Any further data on the community is derived from the 
original request letter from the town or is supplied by Mr. 
McIntyre from his personal knowledge of the community. In 
general, in gathering information on a location, Mr. McIntyre 
takes stock of present medical facilities, proximity of other 
physicians, population, industries and stability of income, the 
churches and schools and the general impression of the town, 
the appearance of its business places and residencies, and the 
number of aged persons in the town. There are no separate 
listings maintained on openings for specialists, institutional 
workers, or medical associates. 


STUDY OF OPENINGS 

Before making a decision as to the medical needs of a com- 
munity, Mr. McIntyre personally studies that community from 
the point of view. of physician-population ratio in the surround- 
ing area, available facilities in the community, and the demands 
in the minds of the residents in as far as this can be estimated. 
Mr. McIntyre invariably consults with the physicians of the 
area in question before making a final judgment as to the medical 
need of any community. No community in Missouri is listed as 
an opening for practice without the prior approval of local 
medical practitioners. 


MAINTENANCE OF LISTS OF PHYSICIANS SEEKING LOCATIONS 

No separate listing of physicians seeking location is main- 
tained, since such information is not sent to towns seeking physi- 
cians. The letters of inquiry from physicians are filed together 
and referred to as necessary. 

At the present time no lists of interns and residents who may 
soon be seeking locations are maintained. In 1948, 1949 and 
1950, annual dinner meetings were held in St. Louis and Kansas 
City for all the interns and residents of the hospitals in those 
cities. At these meetings a pane! of general practitioners and 
representatives of the state medical association from rural areas 
spoke on some of the broad aspects of general practice, making 
known the state association’s activities in physician placement. 

This year the medical association will send a letter to each 
intern and resident in Missouri hospitals outlining the operation 
of the physician’s placement service. In addition, Mr. McIntyre 
hopes to make visits to the individual hospitals and talk to small 
groups of interns and residents, telling them of the service. 


COOPERATION TO INCREASE SUPPLY OF GENERAL PRACTITIONERS 

The state medical association has been one of the chief sup- 
porters of a program to establish a four year medical schoo! for 
Missouri. Six million dollars for the biennium were appropri- 
ated in the spring of 1952 by the legislature for the establish- 
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ment of a four year school. There has “been somewhat of a 
controversy Over the site of the new school. The state association 
went on record as favoring as a site a large metropolitan center 
wich as Kansas City. The Board of Curators of the state univer- 
sity has since decided to build the school in Columbia, Mo., the 
site of the present two year medical school. 

The Women’s Auxiliary of the Missouri State Medical 
Association has set up a scholarship fund to make loans to needy 
students at medical schools. Though not restricted to such 
students, the main objective of the fund is to aid students from 
rural areas. 

ASSISTING COMMUNITIES TO ATTRACT QUALIFIED PHYSICIANS 

In his correspondence and personal contact with a community, 
Mr. McIntyre suggests that the townspeople aid the physician in 
finding suitable office facilities and living quarters, making avail- 
able to him on a business basis funds for establishing his office. 

Communities Unable to Support Physicians.—In his contacts 
with communities that do not seem able to support a physician, 
Mr. McIntyre explains that although he will be happy to call 
their town to the attention of physicians seeking locations in the 
association Office, he cannot promise that their community can 
get a resident physician considering such factors as the proximity 
of adequate facilities for medical care. 

Itis Mr. McIntyre’s opinion that the purchase of an ambulance 
or business arrangement with the local undertaker to use his 
ambulance might be advantageous for such communities. They 
then could transport patients to a nearby doctor or hospital and 
be assured of obtaining prompt medical care in cases of emer- 
gency. 

Postgraduate Education for Rural Practitioners—lIn the 
spring of the year the state medical association holds a yearly 
three day scienitific postgraduate seminar emphasizing the prob- 
lems of general practice. The location of this meeting alternates 
from year to year between Kansas City and St. Louis. 

Twice yearly postgraduate meetings held in 8 of Missouri’s 
10 medical districts are sponsored by the state medical associ- 
ation in the fall and spring of the year. The remaining two 
districts are formed by the metropolitan areas of St. Louis and 
Kansas City, each of which has a large and active medical 
society of its own. 

County medical societies also hold regular meetings at which 
time they usually have speakers provided by the state medical 
association. Since World War II, the state medical association 
has engaged in a program of combining these societies into 
groups of from two to eight counties, thus creating units suffi- 
ciently large to operate efficiently. 

The Kansas City Southwest Clinical Society holds a yearly 
four day meeting, which any physician is welcome to attend. 
The society membership includes physicians from Oklahoma and 
Kansas as well as Missouri. TheSt. Joseph Clinical Society holds 
two annual one day clinical meetings in the fall and spring to 
which are invited all members of the first medical district in 
Missouri. The Clay County Medical Society sponsors a one day 
clinical conference every year. All physicians in the first medical 
district, contiguous county societies, and four border medical 
societies in Kansas City are invited. 


The Missouri Academy of General Practice requires for con- 
tinuing membership 150 hours of accredited postgraduate work 
in every three year period. Fifty of these credits must be “class 
A,” that is, derived from courses presented as a rule by faculty 
members of medical schools. The remaining 100 hours can be 
comprised of “class B” credit, which includes hospital staff 
meetings, county and state medical society meetings, and other 
more informal postgraduate instruction. The finai accrediting 
agency is the American Academy of General Practice. 

Five monthly seminars of two hours each are planned for 
the fall by the Missouri academy. These will be given on the 
same nights at nine strategic locations throughout the state. The 
Seminars that deal with medical problems in general practice 
will be two hours in length and will provide 10 class A credits 
to members of the academy attending. All physicians in a 50 
mile radius of these meeting centers will be invited to attend 


whether or not they are academy members. 
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Federal Food, Drug and Cosmetic Act: Sale of Misbranded 
Testosterone.—The government filed a complaint to enjoin the 
defendants from introducing certain allegedly misbranded drugs, 
known as sex hormones, into interstate commerce. The district 
court denied the issuance of a permanent injunction, so the gov- 
ernment appealed to the United States court of appeals, ninth 
circuit. 

The government claimed that it had sustained the burden of 
proving that the hormones in this case are inherently dangerous; 
that they are not safe and efficacious for use except under the 
supervision of a physician; that they are not suitable for self- 
medication, since a layman could not know when they should 
be used; that adequate directions for unsupervised lay use can 
not be written; and that such drugs, if sold in interstate com- 
merce, must be dispensed only on prescription of a physician, 
in accordance with the regulations of the Federal Security Ad- 
ministrator. To these contentions, the defendants answered that 
the statute in question is not susceptible of an interpretation that 
the Administrator is empowered to determine what drugs may 
be sold only on prescription; that the labeling of the drugs bears 
adequate directions for use and warnings within the meaning 
of the statute; and that the drugs are not dangerous to health, 
within the meaning of the statute. The evidence before the dis- 
trict court from which this appeal was taken consisted primarily 
of a transcript of the trial of a criminal case in which these de- 
fendants were found guilty of distributing misbranded male and 
female sex hormone drugs. The defendants took no appeal from 
this conviction, but paid the fine imposed on them. 

The drugs here involved, said the court of appeals, are male 
and female sex hormones. A hormone is a chemical substance 
originating in an organ, gland, or part of the body, which is 
conveyed through the blood to another part of the body, stimu- 
lating it to increased functional activity and increased secretion. 
The principal drug in question is testosterone, a male sex hor- 
mone generated by the reproductive organs of the normal adult 
man, prepared (as in this case) from extracts of animal tissues 
and fluids or made synthetically by complex chemical fusions 
that have the qualities of natural hormones. 

Among the witnesses for the government, who appear to be 
among the foremost medical authorities in this country on the 


‘subject, was Dr. Charles Huggins, professor of urology and 


head of that department in the hospital of the University of 
Chicago. According to Dr. Huggins, who, from the evidence, 
is apparently the chief authority on the effects of testosterone, 
the administration of this drug results in startling changes in 
hypogonads and in castrates. A hypogonad is a man in whom 
the male sex hormone is produced in small amounts or not at 
all; the reproductive organs and secondary sex characteristics 
remain undeveloped; he speaks with a soprano voice; he has no 
growth of hair on the face or body; and he is completely unable 
to have any sex relationship. By administering male hormones 
to such a person, his sexual “drive” is restored, as well as the 
normal male sex characteristics; impotence is replaced by 
potency. If testosterone is administered to castrates, it develops 
or restores their sex drive and secondary sex characteristics and 
makes such persons practically normal men. The administration 
of testosterone is, however, accompanied by grave dangers to 
the health and often to the. life of the person to whom it is ad- 
ministered. Dr. Huggins testified that the administration of tes- 
tosterone to a child would result in a tremendous growth of the 
sex organs and bring about the secondary sex characteristics 
of change in depth of the voice and growth of hair on the face 
and chest; that to give the drug to a child of 5 or 10 years of age 
would result in a tremendous sex drive; and that it would render 
a child sexually mature at the age of 2 years with the exception 
that sperms would not be produced. The administration of tes- 
tosterone inhibits or reduces the activity of the pituitary gland 
in the production of gonadotrophins, and this, in turn, results 
in a decrease in the activity of the testes, both in the production 
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of spermatozoa and in the production of testosterone. As a con- 
sequence, the administration of testosterone, by upsetting the 
hormonal balance of the body, tends to produce a condition of 
infertility or sterility that may continue for months or years, 
depending on the amount and duration of administration and the 
condition of the reproductive organs. Moreover, on the basis of 
research, it appears that men from the age of 40 to 60 are more 
likely to be susceptible to the damaging effects of testosterone 
than younger men. 

The greatest dangers encountered in the administration of 
testosterone, however, appear from the evidence, to be con- 
cerned with the activation and acceleration of unperceived, dor- 
mant, or inactive cancer growths in the human body. A man 
may have cancer of the prostate gland and not be aware of it, for 
there are no symptoms through which a person may diagnose 
his own case; but this type of cancer is the cause of death of 
5% of men over 50 years of age. The remarkable relationship 
of cancer to testosterone is perceived when testosterone is ad- 
ministered to a man who has a dormant or inactive cancer of 
the prostate gland. The drug will activate such cancer and greatly 
accelerate its growth, causing it to metastasize, or spread, to 
other parts of the body, eventually becoming impossible to con- 
trol. Even testosterone produced naturally by the body tends to 
activate such dormant cancers; however, although dormant or 
active cancer of the prostate gland occurs most frequently in 
middle-aged or older men, nature itself provides a mechanism 
whereby the body’s production of testosterone is reduced as 
much as 50% in those age groups. Consequently, while a large 
number of men over 50 years of age have dormant cancerous 
cells in their prostate glands, the lowered natural supply of tes- 
tosterone usually permits those cells to remain dormant and 
harmless. Yet they can be activated and stimulated into malig- 
nant cancers by the artificial administration of testosterone. 
Where cancer has spread beyond the confines of the prostate 
gland, treatment calls for the elimination of testosterone from 
the body as far as possible. It has been found that while the 
administration of testosterone has made prostatic cancers flourish, 
the removal of testosterone causes such cancers to wither, shrink, 
and disappear. During the last 10 or 12 years, another remark- 
~ able discovery has been made in this medical field. It has been 
found that the administration, to a man suffering from cancer, 
of estrogenic drugs, or female hormones, causes the cancer to 
decrease. Even where the cancer has spread to a man’s chest 
that has been riddled with metastatic lesions, the administration 
of female hormones, which are antagonistic to male hormones 
and neutralize them, has caused such lesions to shrivel up in an 
amazing way and disappear. While it appears that the admin- 
istration of female hormones to a man suffering from cancer 
may cause such cancer to dry up and disappear, the administra- 
tion of female hormones to a woman suffering from cancer— 
before her change of life—accelerates its growth; and, it is to 
be remarked, many women who have, for instance, cancer of 
the breast are not aware of that fact without medical observa- 
tion and diagnosis. Female hormones accelerate malignant 
growth not only of cancer of the breast but of the uterus to the 
point where its control becomes impossible. Yet when male 
hormones have been administered to women suffering from such 
cancers, they have decreased. Male hormones, aside from their 
use in treating cancers in women, are properly prescribed, ac- 
cording to the government medical witnesses, with some minor 
exceptions, when there is no suspicion of cancer and only in the 
rare instances where the patient is suffering from a male hor- 
mone deficiency. Female hormones, aside from their use in 
treating cancers in men, are properly prescribed only where there 
is no suspicion of cancer and where the patient is suffering from 
the effects of a female hormone deficiency. 

In addition to the evidence above outlined to the effect that 
sex hormones are dangerous and highly potent but useful in 
certain cases, it appeared, according to the government wit- 
nesses, that the consensus of informed and expert opinion was 
that the dosages of testosterone suggested by the defendant’s 
labeling of the drugs would accelerate the growth of a dormant 
or active cancer of the prostate gland; that no lay person was 
capable of judging whether he should use such drugs; that they 
might result in the greatest danger to his health and life; that 
the judgment as to who should receive the drugs was a matter 
for physicians alone and a consideration of the highest impor- 
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tance to the patient; that the drug should always be administereg 
under the supervision of someone with knowledge of the mat. 
ter; that to use the hormones required the most Meticulous 
diagnosis and supervision, and that it is necessary to Maintain 
such supervision over the patient during the course of trey. 
ment, controlled by frequent examinations; and that, as one of 
the government experts said in referring to the drug, “The 
amount of potential harm it has is much greater than the good 
it can do, if used unbridled.” 

The defendants introduced as expert testimony with refer. 
ence to the use of the drug, the evidence of three practicing 
physicians; however, none of these witnesses was a urologist, 
research expert, or cancer specialist, and none had ever cop. 
ducted any clinical, laboratory, or scientific tests with regard to 
hormones or cancer. From the evidence before us, said the cour 
of appeals, we are of the opinion that, while there is some dif. 
ference of view, the expert testimony of the government's medj. 
cal witnesses in this case is entitled to far greater weight than 
the testimony of other witnesses. The testimony of the govern. 
ment witnesses here appears to us completely credible and per- 
suasive, and we accept it, in so far as this case is concerned, as 
proof of the facts in controversy. From such evidence, we are 
of the opinion that the drugs in question are inherently danger. 
ous; that they are not safe and efficacious for use except under 
the supervision of a physician; and that they are not suitable for 
self-medication, since a layman can not. know when they should 
be used. Obviously, in such cases, the direction on the label 
that “a physician should be consulted” and the directions that 
the drug be used when dosages are prescribed or recommended 
by a physician are not enough to constitute “adequate directions 
for use” within the meaning of the statute. The only adequate 
instructions for use in such cases would seem to be a caution 
that it be used only on the prescription of a physician. 

Would such a caution or such a direction constitute “adequate 
directions for use” within the meaning of the statute? The statute 
provides that, if the requirement of adequate directions is not 
necessary to the public health, the Administrator is empowered 
to promulgate regulations exempting the drug from such re. 
quirement. The government takes the stand that the Adminis- 
trator may exempt the drug from the requirement of adequate 
directions for use, as not necessary to the public health, provided 
that there be compliance with the regulation requiring the label 
to state that the drug be used only on the prescription of a 
physician. Unless contrary to law, arbitrary, or unreasonable, 
the terms of exemption from adequate directions for use can 
be prescribed, in the discretion of the Administrator. May the 
act be construed to authorize such exemption, conditioned upon 
compliance with the requirement that the drug be used only on 
the prescription of a physician? The statute is remedial and 
should be liberally construed so as to carry out its beneficial 
purposes, and its construction should be infused by regard for 
such purposes, touching phases of the lives and health of per- 
sons who are largely beyond self-protection. The act as a whole 
was designed primarily to protect consumers from dangerous 
products; its purpose is to protect the public, the vast multitude 
including the ignorant, the unthinking, and the credulous who, 
when making a purchase, do not stop to analyze. A liberal in- 
terpretation of the act, having in mind its background and pur- 
poses, requires us to sustain the action of the Administrator on 
the ground that he was empowered, under the statute, to exempt 
by regulation the drugs in question from the requirement that the 
label bear adequate instructions for use, conditioned upon its 
bearing an inscription that it be used only on the prescription 
of a physician. Under such construction, the regulation is not 
contrary to law, arbitrary, or unreasonable. From another view- 
point, the court continued, it would seem, from the evidence, 
that, aside from the regulation, the only adequate direction for 
use of the drug in question would be a requirement that it be 
taken only on the prescription of a physician and that, in default 
of a label embodying such direction, the drug would be mis- 
branded under the statute. It is our conclusion and judgment 
that the defendants’ drugs did not bear adequate directions for 
use and must, therefore, be deemed to be misbranded. The judg- 
ment of the district court was therefore reversed and the case 
remanded, with directions to grant a permanent injunction as 
requested by the government in its complaint. United States ¥. 
El-O-Pathic Pharmacy, 192 F. (2d) 62 (1951). 
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MEDICAL LITERATURE ABSTRACTS 


UNITED STATES 


AM.A. Arch. Ophthalmology, Chicago 
48:669-786 (Dec.) 1952 
Relation of Hereditary Optic Atrophy (Leber) to Other Familial Degener- 
ative Diseases of Central Nervous System. M. Bereday and S. Cobb. 


—p. 669. 
ow Treatment for Calcific Corneal Opacities. W. M. Grant.—p. 681. 
Radioactive Strontium Therapy of Eye: Corneal Biostandardization and 
Evaluation of an Applicator for Use in Ophthalmology. ¥. M. Wilson 
and J. W. Wilson.—p. 686. 
*Bell’s Palsy Successfully Treated with Cortisone. M. H. Robbins.—p. 696. 
Incidence of Retrolental Fibroplasia in a New York Nursery. W. A. 
Silverman, F. C. Blodi, J. C. Locke and others.—p. 698. 
Nondiabetic Lipemia Retinalis: Report of a Case. W. G. Everett.—p. 712. 
Pterygium Problems in the Canal Zone. H. W. Shreck and F. R. Carriker. 


—p. 716. - 
‘Retinoblastoma Successfully Treated with X-Rays; Normal Vision Re- 


tained After Thirty-Four Years: Second Report on Case. F. H. Ver- 


hoeff.—p. 720. 
Sympathizing Eye in Sympathetic Ophthalmia: Pathologic Study. J. A. 


de Veer.—p. 723. | 
Surgery of Ocular Trauma: Therapy of Secondary Intraocular Infection. 
I. H. Leopold.—p. 738. 


Cortisone in Bell’s Palsy.—In 1951 Rothlandler reported satis- 
factory results in a case of Bell’s palsy following the intra- 
muscular administration of cortisone. Robbins now reports on 
the oral administration of cortisone to a woman with Bell’s 
palsy. Prior to the institution of cortisone therapy on the ninth 
day of the palsy, there was no evidence of return of nerve 
function. After 24 hours of cortisone therapy, during which the 
patient was given 500 mg. of the hormone in divided doses, 
dramatic improvement was noted. The posterior auricular pain 
had disappeared completely. Taste sensation was described as 
metallic, suggesting a return of function. The right eye had 
stopped lacrimating, and the sclera appeared clear. Oral adminis- 
tration of cortisone was continued for 13 days, with decreasing 
doses. By the fifth day, the patient could close her right eye, 
except for a small aperture, and on the next day she could close 
her eye completely. By the eighth day, movements of the muscles 
of the forehead, the right lower lid, and right side of the face were 
apparent. On the 10th day, wrinkling of the right side of the 
forehead returned; she was able to elevate her right eyebrow and 
could smile. The return to normal within 12 days after onset of 
treatment suggests that the corticosteroid was the activating 
factor in the recovery. 


Retinoblastoma Successfully Treated with X-Rays.—A child, 17 
months of age, had the right eye removed in November, 1917, 
because of the presence of a retinoblastoma. The tumor occupied 
three-fourths of the eye but had not involved the optic nerve or 
choroid. In May, 1918, the retina of the left eye showed in the 
lower outer quadrant a white opaque elevated mass with two 
adjacent small white spots. Six x-ray treatments were given to 
this eye between May 2 and Jan. 17, 1919. Irradiation was ad- 
ministered through a perforated lead plate to protect the lens and 
anterior part of the eye. In April, 1921, the tumor appeared only 
slightly elevated, gray, and translucent. No traces of the white 
spots could be found. In 1922, a small oval posterior cortical 
cataract was noted. In July, 1943, vision with a +0.50 sphere 
was 20/20. On April 19, 1952, when the patient was nearly 36 
years of age, 34 years after the first x-ray treatment, the tumor 
site and the cataract were still unchanged in appearance. Vision 
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in the left eye was 20/30+-, with a correction of +0.50 sphere _ 
-0.75 cylinder, axis 90, it was 20/20. The patient stated that his 
general health was excellent. This case was considered by Reese 
to be an example of spontaneous regression, rather than cure by 
irradiation, but Verhoeff believes that it proves that a small 
retinoblastoma, free from calcification and easily accessible, can 
be made to disappear with a dose of x-rays harmless to the eye 
except for possible damage to the lens. He believes that his 
patient has had the longest reported duration of good vision after 
irradiation of retinoblastoma. Reese has employed x-ray treat- 
ment in 55 cases, but in only 19 cases have the patients been 
followed for five years or more. Of these, seven died of the 
disease, six lived but were blind, and six had vision of 20/200 
or better. Verhoeff suggests that Reese’s visual results might have 
been better and the bad effects no worse if he had employed a 
weaker dose. Reese himself has expressed the opinion that the 
dose might be reduced to 4,000 to 5,000 r given twice, that is, to 
about one-half the present dose he gives. 


A.M.A. Arch. Pathology, Chicago 
54:407-506 (Nov.) 1952 


Stomach Size and Its Relation to Chronic Peptic Ulcer. A. J. Cox Jr. 
—p. 407. 

Osteoarthropathy in Dogs. H. Stunzi.—p. 423. 

Pulmonary Reaction to Barium Sulfate in Rats. J. Huston Jr., D. P. 
Wallach and G. J. Cunningham.—p. 430. 

Observations on Specificity of Schultz Histochemical Test for Demon- 
Strating Cholesterol in Tissue. S. P. Kent.-—p. 439. 

Effect of Severe Acute Hemorrhage on Kidney of Rat. M. A. Block, 
K. G. Wakim and F. C. Mann.—p. 443. 

Ribonucleic Acid in Cytoplasm of Liver Cells: Its Localization in Hyper- 
plasia and Hepatoma Produced by 2-Acetylaminofluorene. W. J. 
Pirozynski and L. von Bertalanffy.—p. 450. 

Dissecting Intramural Hemorrhage of Anterior Descending Branch of 
Left Coronary Artery. W. V. Lovitt Jr. and W. J. Corzine Jr.—p. 458. 

Diffuse Glomerular Nephritis and Lipid Nephrosis: Correlation of 
Clinical, Morphological, and Experimental Observations. W. E. Ehrich, 
C. W. Forman and J. Seifer.—p. 463. 


American Journal of Clinical Pathology, Baltimore 


22:1039-1146 (Nov.) 1952. Partial Index 


Tissue Mast Cells in Human Bone Marrow. G. T. Williams.—p. 1039. 

Congenital Epulis. P. Custer and J. A. Fust.—p. 1044. 

Nevi: Problem of Misdiagnosis. M. Swerdlow.—p. 1054. 

V.D.R.L. Slide Flocculation Test for Syphilis: Clinicoserologic Evalua- 
tion. W. L. Eaton.—p. 1061. 

Systemic Cryptococcosis: Report of Case with Review of Literature. 
J. R. Cohen and W. Kaufmann.—p. 1069. 

Herpes Simplex Encephalitis: Report of Case. J. H. Draheim and 
E. de Rodaniche.—p. 1077. 

Lipoma of the Heart. J. P. Shea and G. E. Muehsam.—p. 1081. 

Recent Trends in Experimental Oncology: Review. K. Stern.—p. 1084. 

Simplified Laboratory Test for Acute Pancreatitis. L. A. Sachar.—p. 1117. 

Colorimetric Method for Determination of Serum Cholinesterase. J. de la 
Huerga, C. Yesinick and H. Popper.—p. 1126. 

Photometric Method for Blood Amylase by Use of Starch-lodine Color. 
E. J. Van Loon, M. R. Likins and A. J. Seger.—p. 1134. 


American Journal of Hygiene, Baltimore 


56:215-333 (Nov.) 1952. Partial Index 


Studies in Man of Neutralizing Antibodies Against Group A Coxsackie 
(Herpangina) Viruses. Prevalence of Antibodies in Community in 1949 
and 1950. E. A. Beeman, R. M. Cole and R. J. Huebner.—p. 215. 

Comparative Neutralizing Antibody Patterns to Lansing (Type 2) Polio- 
myelitis Virus In Different Population. J. R. Paul, J. L. Melnick and 
J. T. Riordan.—p. 232. 

Bacteriologic Studjes in Outbreak of Salmonellosis in Korea, with 
Special Attention to Salmonella Paratyphi and Perforations of Para- 
typhoid Ulcers. L. E. Zimmerman, M. Cooper and C. D. Graber. 
—p. 252. 

Antibody Response of Chimpanzees and Human Beings to Formalin- 
Inactivated Trivalent Poliomyelitis Vaccine. H. A. Howe.—p. 265. 

Effect of Standard Pinworm Chemotherapeutic Agents on Mouse Pin- 
worm Aspiculuris Tetraptera. Kuo-Yeng Ngeh Hsieh.—p. 287. 

Persistence of Rickettsia Tsutsugamushi in Tissues of Patients Recovered 
From Scrub Typhus. J. E. Smadel, H. L. Ley Jr., F. H. Diercks and 
J. A. P. Cameron.—p. 294. 

Immunization Against Scrub Typhus: V. Living Karp Vaccine and 
Chemoprophylaxis in Volunteers. H. L. Ley Jr., F. H. Diercks, P. Y. 
Paterson and others.—p. 303. 
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American Journal of Medical Sciences, Philadelphia 


224:487-602 (Nov.) 1952 


*Heparin Therapy of Severe Coronary Atherosclerosis, with Observations 
of Its Effect on Angina Pectoris, Two-Step Electrocardiogram and 
Ballistocardiogram. H. Engelberg.—p. 487. 

*Prognosis in “Uncomplicated” First Attack of Acute Myocardial Infarc- 
tion. H. I. Russek and B. L. Zohman.—p. 496. 

Results of Treatment of Bleeding Esophageal Varices with Balloon 
Tamponage. T. B. Reynolds, T. Freedman and W. Winsor.—p. 500. 
Use of Fractional Epidural Block in Management of Acute Pancreatitis. 

J. E. Berk and L. W. Krumperman.—p. 507. 

Correlation of Liver Function Tests, with Particular Reference to 
Colloidal Red Test. M. D. Orrahood and M. Oswald.—p. 514. 

Coexistence of Carcinoma of Stomach and Esophageal Hiatus Gastric 
Hernia. M. Feldman and P. Myers.—p. 519. 

Electrophoretic Studies on Serum of ‘“‘Normal” Aged Individuals. H. A. 
Rafsky, A. A. Brill, K. G. Stern and H. Corey.—p. 522. 

Experimental Immersion Leg. R. B. Lewis and P. W. Moen.—p. 529. 

Comparative Filtration Properties of Excised Arteries and Veins. S. L. 
Wilens and R. T. McCluskey.—p. 540. 

Significance of Diphtheroid Microorganisms in Blood Cultures from 
Human Beings. M. S. Fleisher.—p. 548. 

Incidence and Diagnostic Value of Ocular Fundus Lesions in Hospitalized 
Medical Patients. C. D. Benton Jr.—p. 554. 

Prominence of Left Mid-Cardiac Segment in Thyrotoxicosis as Visualized 
by Roentgen Studies. S. U. Greenberg, J. A. Rosenkrantz and S. L. 
Beranbaum.—p. 559. 

Analysis of Cranial Artery Pulse Waves in Patients with Vascular Head- 
ache of Migraine Type. M. M. Tunis and H. G. Wolff.—p. 565. 

Clinical Use of Alginic Acid as Cation Exchanger. R. J. Gill and G. G. 
Duncan.—p. 569. 

New Treatment for Hereditary (Huntington) Chorea. D. Goldman. 
—p. 573. 

Pharmacotherapeutic Nihilism in Treatment of Acute Barbiturate Poison- 
ing. T. Koppanyi and J. F. Fazekas.—p. 577. 

Cardiac Mensuration by Roentgenologic Methods. T. F. Hilbish and 
R. H. Morgan.—p. 586. 


Heparin Therapy of Severe Coronary Atherosclerosis.—Heparin 
was given in doses of 25 to 100 mg. intravenously or intra- 
muscularly twice weekly to 29 patients with severe angina pec- 
toris resulting from severe coronary atherosclerosis. All of the 
patients had previously shown little or no response to stand- 
ard methods, including weight reduction, sedation, and use of 
vasodilating drugs. Of the 29 patients, 18 were not given any 
saline placebos prior to the use of heparin, while 11 patients 
received saline placebos initially. Twelve of the 18 patients im- 
proved with heparin. When saline placebos were substituted in 
a few patients, the angina recurred in from one to eight weeks. 
This same time lag before recurrence of symptoms also took 
place when heparin was discontinued and no placebo was given. 
Of the 11 patients who received saline placebos initially, 2 im- 
proved on saline, and 5 of the remaining 9 subsequently im- 
proved with heparin. Except for transient moderate lumbar pain 
following heparin therapy in three patients no untoward re- 
actions were observed. Thus heparin reduced the incidence of 
anginal attacks in 55% of the patients with severe coronary 
atherosclerosis who had not responded to previous therapy. Ob- 
jective evidence of the beneficial effect of heparin was obtained 
by studies of two-step exercise electrocardiograms and ballisto- 
cardiograms. As a result of his experience with the dosage sched- 
ule used, the clinical observations and the two-step exercise 
studies, the author believes that the beneficial effect of heparin 
is probably not primarily due to its anticoagulant or vasodilator 
actions. Studies carried out by other workers showed that fol- 
lowing an injection of heparin there is a shift of serum lipo- 
proteins from the larger atherogenic classes to the smaller 
nonatherogenic classes. There is evidence that the larger lipo- 
proteins do not get into the vascular wall, but probably pack 
against the intima in a lipoprotein sludge. Heparin, which most 
affects the larger particles, may remove the lipoprotein sludge 
from the intima. The resulting improved exchange of oxygen 
and other products across the cleansed endothelial surface could 
account for relief of angina and improved cardiac performance. 
Although 25 mg. doses of heparin may be beneficial in angina 
pectoris, it is wiser to use 100 mg. doses since the larger dose 
is quite safe, more effectively clears the serum of the larger 
lipoprotein molecules, and so possibly has a better preventive 
effect as regards atherosclerosis. 


Prognosis After First Attacks of Myocardial Infarction.—Of 
1,047 patients with acute myocardial infarction who were ad- 
mitted to three New York hospitals, 489 were qualified as “good 
risks” because they did not present any of the following poor 
prognostic criteria on the day of admission: previous myocardial 
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infarction, intractable pain, extreme degree or Persistence 
shock, significant enlargement of the heart, gallop rhythm, ¢ 
gestive heart failure, auricular fibrillation or flutter, Ventricule 
tachycardia or intraventricular block, diabetic acidosis . 
nounced obesity, previous pulmonary embolism, or thrombe 
phlebitis or other states predisposing to thrombosis. The mMortali 
rate for this group during the period of hospitalization was a 
3.1%. Seven of the total of 15 fatalities occurred suddenly wi, 
the first 48 hours following admission. Of the remaining 8 death 
during the subsequent period of hospitalization only 6 (| Men 
were due to cardiovascular complications while 2 resulted nt 
unrelated causes. Anticoagulant therapy, which carries jts Own 
mortality and morbidity from hemorrhage, is unlikely to influ. 
ence favorably the death rate in this type of patients, [f hos. 
pitalizatiow for any patient with acute myocardial infarction jg 
deemed necessary, it should be delayed if possible at least 48 
hours in order to minimize the risk to life entailed in transpor. 
tation. Physicians as well as the laity should recognize that, ip 
contrast to the high mortality rate in unselected cases of acute 
myocardial infarction, an excellent prognosis exists for the “good 
risk” patient with acute myocardial infarction, particularly when 
survival extends beyond the first few days of the attack. 


Am. J. Roentgenol. & Rad. Therapy, Springfield, Ill, 
68:709-874 (Nov.) 1952 


Some Observations on Bone Growth, With Particular Respect to Zones 
and Transverse Lines of Increased Density in Metaphysis. R. H. Follis 
Jr. and E. A. Park.—p. 709. 

a Discovered by Chest Roentgen Survey. W. R. Oechsii, 
—p. t 

Myelographic Diagnosis of Epidural Metastases in Lumbosacral Spinal 
Canal. B. S. Epstein.—p. 730. 

Hip Joint Arthrography. G. W. Heublein, G. S. Greene and V. P. Con. 
forti.—p. 736. 

Second-Day Pneumoencephalography. J. A. Stewart.—p. 749. 

Sliding Hiatus Hernia. J. A. Evans.—p. 754. 

Roentgenographic Demonstration of Alterations of Duodenal Loop by 
Extrinsic Lesions. J. R. Mitchell and W. M. Sennott.—p. 764. ; 

*Comparative Study of Various Radiation Methods as Adjuncts to Surgery 
in Carcinoma of Corpus Uteri. T. Leucutia.—p. 770. 

*The Cause, Incidence and Treatment of Irradiation Injuries in Female 
Pelvis. G. H. Twombly, E. Caceres and J. A. Corscaden.—p. 779. 
Direct Current Amplifier Recording System for Precise Measurement of 
Depth Dose. H. E. Johns, E. R. Epp and S. O. Fedoruk.—p. 788. 
Roentgen Therapy Dose Computing Device, Especially for Rotation 

Therapy With High Energy (2 Mev.). W. S. Moos.—p. 797. 

Effect of Soft Roentgen Rays on Rabbit Skin. W. R. Christensen, §. C. 
Sommers and C. K. Spalding.—p. 801. 

Detection of Faulty Roentgenoscopic Technique by Direct Radiation 
Measurements. S. H. Macht and E. R. Kutz.—p. 809. 


Radiation Methods in Carcinoma of Corpus Uteri.— Various 
combinations of intracavitary radium, external roentgen therapy, 
and hysterectomy were used at Harper Hospital from 1924 to 
1945 in treating 240 patients with carcinoma of the corpus 
uteri. Three distinct periods may be noted in the development 
of treatment during that time: in period 1, 1924 to 1932, all 
patients received deep roentgen therapy but only five had pre- 
operative irradiation; in period 2, 1933 to 1936, deep roentgen 
therapy and supervoltage roentgen therapy were used in equal 
proportions, and preoperative irradiation was used more fre- 
quently; and in period 3, which began in 1937, supervoltage 
roentgen therapy was used exclusively, with still more frequent 
use of preoperative irradiation. Intracavitary radium therapy 
was used at all times in the inoperable cases. Statistical analysis 
of the end-results shows continuous improvement attributable 
chiefly to the change from deep roentgen therapy to supervolt- 
age roentgen therapy and to the increasing use of preoperative 
irradiation with a combination of intracavitary radium and ex- 
ternal roentgen therapy in the operable cases. The survival rates 
recorded represent the lowest possible values, because all un- 
traced patients were assumed to have died from cancer and all 
known deaths, regardless of cause, were attributed to cancer; 
in addition, no case was eliminated on the ground that treat- 
ment was merely palliative or could not be completed. The 
extent of the improvement effected by the introduction of super- 
voltage roentgen therapy may be judged from the survival rates: 
in 53 patients treated by deep roentgen therapy (period 1) the 
five-year survival rate was 45%; in 35 patients treated by deep 
roentgen therapy and supervoltage roentgen therapy in equal 
proportions (period 2) it was 50%; and in 152 patients treated 
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with supervoltage roentgen therapy (period 3) it rose to 60%. 
The 10, 15, and 20 year survival rates followed a similar pat- 
tern. The influence of preoperative irradiation on the results 
is also reflected in higher survival rates, averaging 81.2% for 
all periods as compared to an average of 47.8% for patients 
receiving only postoperative irradiation. Additional proof of the 
part played by supervoltage roentgen therapy in the overall 
improvement is furnished by the five-year survival rates in the 
inoperable cases in which treatment was by irradiation alone 
(usually two courses of intracavitary radium and external roent- 
gen therapy), which were 32% in the first period, 37% in the 
second, and 48% in the third. 

Irradiation Injuries in Female Pelvis.—Rectovaginal or vesico- 
vaginal fistulas attributable to radium and roentgen therapy are 
due to faulty application of these agents with either too high 
a dose in a small area, too high intensity over a short time, or 
repeated treatment of recurrences in areas that have already 
received heavy doses of radiation. Irradiation may also cause 
less extensive injuries to the bladder, rectum, and intestines. 
Mild complications will resolve in time or with appropriate 
medication, but severe Ones may require surgical intervention. 
The incidence of bladder injuries varied from 9 to 21% in three 
series of cases in which the radium application was kept uni- 
form, depending on the total amount of external irradiation 
that reached the parametria. The highest rate of injury, and also 
the highest rate of cure, was found in a fourth series of 113 
cases treated by multiple small doses of external roentgen 
therapy to six pelvic portals, multiple treatments through the 
vagina in three directions, and a radium tandem for 3,000 mg. 
hours. The five-year survival rate in this entire group was 40.7%, 
although those patients in League of Nations stage 1 had a 
78.6% survival rate, and those in stage 2 had a 44.5% rate. 
The bladder injuries comprised 10 radiation ulcers and 6 cases 
of hematuria or chronic irradiation cystitis. Irradiation ulcers 
in the bladder base are best treated by appropriate antibiotics 
chosen in accordance with the sensitivity of the organism re- 
sponsible for the infection. Antibiotic treatment relieves the pa- 
tient’s symptoms but does not heal the ulcer; care must be taken 
not to confuse these lesions with cancer. They usually heal 
spontaneously with time. Fistulas may be closed successfully by 
a newly devised plastic operation which combines the placing 
of a vaginal patch in the defect with colpocleisis. Rectal injuries 
in the cases studied also varied with the dose of external roent- 
gen therapy from 5.5% to 11.8%. Injuries to the colon and 
the small intestine require major surgical intervention; proctitis 
with or without ulceration may be benefited by potassium per- 
manganate irrigations. Severe and prolonged bleeding may re- 
quire colostomy or even rectal resection. 


American Journal of Surgery, New York 
84:503-624 (Nov.) 1952. Partial Index 


Cavernous Hemangioma of Rectum and Rectosigmoid Colon. A. A. 
Jaques.—p. 507. 

Electrodesiccation Versus Electrocoagulation: Their Application to Adeno- 
matous Polyps of Terminal Bowel. A. C. Haas.—p. 510. 

— in Colon During Electrodesiccation of Polyps. H. G. Carter. 
—p. 514, 

New Concept of Vesical Innervation and Its Relationship to Bladder 
Management Following Abdominoperineal Proctosigmoidectomy. L. E. 
McCrea and D. L. Kimmel.—p. 518. 

Blood Loss in Hemorrhoidectomies. P. J. Fuzy and H. A. Smith.—p. 524. 

— Perforation of Cecum: Report of Eight Cases. F. J. Rack. 
—p. S27. 

Plastic Operation for Multiple Anorectal Lesions. E. Granet.—p. 534. 

Anorectal Manifestations of Histoplasmosis. E. D. Weiss and B. F. 
Haskell.—p. 541. 

Benign Lymphomas of Rectum. H. T. Hayes and H. B. Burr.—p. 545. 

Industrial Compensation Aspects of Lesions of Colon, Rectum and Anus. 
W. Birnbaum and C. Davis.—p. 551. 

Injuries to Terminal Bowel Due to Pelvic Malignancy and Its Treatment. 
H. E. Schmitz and J. E. Towne.—p. 558. 

Reconstructive Perineal Repair of Rectovaginal Fistulas and Injuries 
Occurring at Parturition. F. J. Hofmeister.—p. 566. 

— of Pregnancy on Chronic Ulcerative Colitis. H. I. Kallet. 
—p. 574. 

Anorectal Complications of Pregnancy: Anatomic and Physiologic 
~— of Anorectum and Pelvirectum During Pregnancy. C. E. Pope. 
—p. 579. 

= Caudal Anesthesia for Anorectal Surgery. H. Eidinoff. 
—p. . 

Clinical and Experimental Study of Denuded Surfaces in Extensive Sur- 
gery of Colon and Rectum. H. D. Trimpi and H. E. Bacon.—p. 596. 

Carcinoid Tumor of Rectum. S. J. Freund.—p. 603. 

Carcinoma Associated with Fistula-In-Ano. J. M. McIntyre.—p. 610. 
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Am. Practitioner & Digest of Treatment, Philadelphia 


3:957-1044 (Dec.) 1952 


Simulated Endocrine Disorders. L. S. Craig.—p. 957. 

Idiopathic Hyperlipemia. S. J. Crawley and E. S. McCabe.—p. 965. 

Nutritional Problems in Adolescence. C. C. Fischer.—p. 968. 

Choice of Anesthesia from the Physiologic Viewpoint. R. P. Hohf and 
A. Conroy.—p. 973. 

“Replacement” Therapy Versus “Occupation” Therapy with Adrenal 
Steroids in Liver Disease. L. Pelner and S. Waldman.—p. 976. 

Post-Tonsillectomy Complications. R. Waldapfel.—p. 982. 

Psychiatric Conference: Migraine and Character Neurosis. S$. Cobb and 
H. H. W. Miles.—p. 985. 

Case of Cyanosis with Multiple Causation. E. Balthrop.—p. 992. 

New and Conservative Approach to Management of Uncomplicated Sub- 
deltoid Bursitis. J. F. Cullinan.—p. 998. 

Use of Antibiotics as Aid in Early Diagnosis of Pulmonary Neoplasms. 
E. E. Benzier, S. Stark and M. Jacobi.—p. 1004. 


American Surgeon, Atlanta, Ga. 
18:1043-1138 (Nov.) 1952 


Carcinoma in and Around Head of Pancreas: Report of Four Cases. 
K. A. Morris and L. M. Howell.—p. 1043. 

Traumatic Avulsion of Both Arms, Right Clavicle, Scapula, Breast and 
Pectoral Muscles and Multiple Rib Fractures with Open Pneumothorax. 
B. T. Otey and E. F. Skinner.—p. 1049. 

*Streptomycin in Treatment of Draining Tuberculous Sinuses: Report of 
Five-Year Follow-Up. J. D. Murphy and T. Takaro.—p. 1057. 

Massive Peripheral Nerve Tumor: Report of an Unusual Case. J. H. 
Printz and O. J. Printz.—p. 1065. 

Treatment of Pectus Excavatum or Funnel Chest. I. A. Bigger.—p. 1071. 

Difficulties in Diagnosis of Carcinoma of Esophagus. E. F. Parker. 
—p. 1082. 

Treatment of Carcinoma of Tongue and Floor of Mouth. J. W. Hen- 
drick.—p. 1092. 

Acute Massive Venous Thrombosis of Lower Extremity (Phliegmasia 
Cerulea Dolens). W. T. Tyson Jr. and H. Wilson.—p. 1106. 

Potassium Deficiency and Hypochloremic Alkalosis in Postoperative 
Patient. C. E. Gillespie.—p. 1109. 

Ruptured Abdominal Aortic Aneurysm with Retroperitoneal Hemorrhage 
Simulating Acute Appendicitis. J. E. Karabin.—p. 1116. 

Duodenal Diverticula: Case Studies. L. H. Ferguson.—p. 1121. 

*Effects of Early Ambulation in Primary Inguinal Hernioplasty. L. T. 
Palumbo and R. E. Paul.—p. 1128. 


Streptomycin in Treatment of Draining Tuberculous Sinuses.— 
Twelve patients with draining tuberculous sinuses were treated 
with streptomycin in 1946 at a Veterans Administration Hospital. 
Ten had bone tuberculosis and two had soft tissue infections. In 
the original course of treatment, 1.8 gm. of streptomycin was 
given daily, in six divided doses, for 90 days. Half the patients 
received an additional 60 days of streptomycin treatment follow- 
ing a three week interim, and two patients required still further 
courses later on. Surgical treatment preceded, accompanied, or 
followed the course of streptomycin in all but one patient. These 
patients were reexamined five years after their first course of 
streptomycin. The early results in the patients with bone tuber- 
culosis were excellent, but recurrences followed in four patients, 
who required further treatment. Neither of the two patients with 
soft tissue tuberculous sinuses had late recurrences. Evidence of 
bone regeneration in “punched-out” areas of bone destruction 
was found in three patients. The one death in this series resulted 
from a cerebral vascular accident two and one-half years after 
treatment. All of this patient’s sinuses were healed at the time 
of his death. The authors conclude that streptomycin is a valu- 
able aid in the treatment of tuberculous sinuses, but it does not 
remove the need for adequate surgery. It makes possible earlier 
surgical therapy and renders operable otherwise inoperable 
cases. 


Early Ambulation in Primary Inguinal Hernioplasty—The 
effects of early ambulation on the recurrence and complication 
rates following primary repair of inguinal hernia were studied 
in 564 patients who had a total of 642 operations. These were 
performed by 18 surgeons using an identical technique, developed 
prior to 1946, which combined features of the Bassini, Halsted, 
and Andrews operations. Nonabsorbable cotton or silk sutures 
were used. The inguinal hernias were of all types: indirect, direct, 
combined (direct and indirect), and of the sliding type. Post- 
operatively, the patients were divided into three groups: 116 
patients were not allowed to walk until 14 days after operation; 
247 patients started walking on the seventh day; and 201 patients 
started walking on the first day. The recurrence rate for the entire 
series, on the basis of the number of operations, was 1.27%; it 
was slightly higher for the late ambulatory group as compared 
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to the intermediate and early groups. The postoperative compli- 
cation rate was, however, significantly lower in the early am- 
buiatory group, being 6.3% as compared to 9.2% and 17.6% 
in the cther groups. Reduction in pulmonary complications was 
especially noticeable. Early ambulation saved about 1,600 days 
of hospitalization, which is of great economic significance. 


Archives of Physical Medicine, Chicago 
33:651-698 (Nov.) 1952. Partial Index 


Effect of Ultrasound on Transmissible Walker Rat Carcinoma. J. D. 
Schroder, J. F. Herrick and A. G. Karlson.—p. 660. 

Relaxation of Spasticity by Electrical Stimulation of Antagonist Muscles. 
M. G. Levine, M. Knoti and H. Kabat.—p. 668. 

Electrical Stimulation in Treatment of Intractable Stress Incontinence: 
Preliminary Report. J. W. Huffman, S. L. Osborne and J. K. Sokol. 
—p. 674. 

Biophysical Basis for Selection of Functional Back Braces. O. F. Von 
Werssowetz.—p. 676. 


Bacteriological Reviews, Baltimore 
16:205-260 (Dec.) 1952. Partial Index 


Metabolism of Nucleic Acid Components in Bacteria. J. O. Lampen. 
—p. 211. 

Symposium on Lactic Acid Bacteria. R. P. Tittsler, C. S. Pederson, E. E. 
Snell and others.—p. 227. 


California Medicine, San Francisco 


77:285-360 (Nov.) 1952. Partial Index 


Treatment of the Nephrotic Syndrome. E. C. Persike.—p. 299. 

Feeding Premature Infants: Recent Modifications in In-Dwelling Naso- 
gastric Tube Method. S. Royce.-——p. 301. 

*California Encephalitis Virus: Newly Described Agent. W. M. Hammon 
and W. C. Reeves.—p. 303. 

Carcinoma of the Colon. O. F. Grimes and H. G. Bell.—p. 310. 

Adventures in Study of Breathing. W. S. McCann.—p. 315. 

Phenylbutazone (Butazolidin) and Butapyrin®: Study of Clinical Effects 
in Arthritis and Gout. W. C. Kuzell and R. W. Schaffarzick.—p. 319. 

Third Degree Laceration at Delivery: Etiological Considerations, and 
Technique for Repair. J. V. McNulty.—p. 326. 

Spontaneous Epistaxis: Thecretical Consideration of Etiologic Factors and 
Treatment. J. B. Hollingsworth.—p. 330. 

*Fatal Aplastic Anemia Following Chloramphenicol (Chloromycetin) Ther- 
apy. C. Winternitz.—p. 335. 


California Encephalitis Virus.—A neurotropic virus, which was 
named the Galifornia virus, was isolated in 1943 and 1944 from 
three separate pools of mosquitoes from Kern County in the 
San Joaquin Valley of California. This virus was not found 
to be related to any other with which it was compared. It is 
apparently a new member of the family of arthropod-borne 
encephalitic viruses. It is pathogenic by intracerebral inocula- 
tion to mice, hamsters and cotton rats, and also multiplies in 
embryonated hen’s eggs. The clinical and pathological manifes- 
tations in laboratory animals resemble those produced by the 
arthropod-borne encephalitis viruses, which are endemic in the 
same area, the western equine encephalomyelitis, and the St. 
Louis encephalitis viruses. The virus multiplies in the blood of 
rabbits and ground squirrels after peripheral inoculation, al- 
though the animals remain free from obvious signs of infection. 
Thus, the agent is presumably available in nature for mosquito 
infection. In the laboratory, mosquitoes have been infected and 
by their bite have transmitted the virus. Because the virus pro- 
duced encephalitis in certain laboratory animals and apparently 
has so many characteristics of the arthropod-borne group of 
encephalitis viruses, it seemed reasonable to search for it, by , 
serological tests or isolation methods, in patients with encepha- 
litis. In three cases of human encephalitis that occurred in the 
area where the virus was isolated from mosquitoes, serological 
evidence suggested the California virus as the etiological agent. 
In an infant with severe encephalitis, the serological evidence 
was convincing; the evidence was almost as strong in a 7-year- 
old boy; and the results in an adult were equivocal. Inapparent 
infection is common. In Kern County approximately 11% of 
the population has been infected, adults having higher infection 
rates than young children. Absence of neutralizing antibodies 
from blood specimens of persons in Japan, and in Washington 
and other states supports the specificity of the neutralization test 
and suggests that this virus is absent in other areas. Serological 
evidence from serial blood samples from two sick horses sug- 
_ gested the possibility that this virus may cause a naturally 
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acquired encephalomyelitis in horses, the more so since tests 
with the viruses of western equine and St. Louis encephalitis 
gave negative results in these horses. Neutralization tests on the 
serums of eight horses and three cows in Kern County suggesteq 
high infection rates. An immunity rate of 18% was noted in 
rabbits and ground squirrels, and it is suspected that these species 
play a part in the natural biological cycle of the California Virus, 


Fatal Aplastic Anemia.—This paper describes the clinical his. 
tory and the results of necropsy in a woman, aged 35, in whom 
fatal aplastic anemia developed following treatment with chloro- 
amphenicol. The possible etiological relationship of a preexist. 
ing chronic glomerular nephritis and coexistent hepatitis is 
discussed. The author stresses the importance of the close ob- 
servation of the hematopoietic system during the use of chloro. 
amphenicol. 


Circulation, New York 
6:641-800 (Nov.) 1952 


Physiologic Considerations Concerned with Pathogenesis and Treatment 
of Obstructive Vascular Disease. I. Starr.—p. 643. 

Role of Liver in Excretion and Destruction of Digitoxin. S. S. George 
R. Bine Jr. and M. Friedman.—p. 661. : 

Respiratory Burns with Special Reference to Pulmonary Edema and 
Congestion. D. M. Aviado Jr. and C. F. Schmidt.—p. 666. 

Induced Hypercholesterolemia and Atherogenesis. I. H. Page and H. B 
Brown.—p. 681. 

Hemodynamic Studies in Rheumatic Heart Disease. I. Ferrer, R. M. 
Harvey, R. T. Cathcart and others.—p. 688. 

Mechanism and Incidence of Cardiovascular Changes in Paget’s Disease 
(Osteitis Deformans): Critical Review of Literature with Case Studies, 
C. F. Sornberger and M. I. Smedal.—p. 711. 

Measurement of Arterioles in Coarctation of Aorta. R. C. Painter, E. A. 
Hines Jr. and J. E. Edwards.—p. 727. 

Factors in Production of Coronary Artery Disease. J. C. Paterson, 
—p. 732. 

Oximetry in Congenital Heart Disease with Special Reference to Effects 
of Voluntary Hyperventilation. B. van Lingen and J. Whidborne. 
—p. 740. 

Effect of Age and Body Weight on Electrocardiogram of Healthy Men. 
E. Simonson and A. Keys.—p. 749. 

Myxoma of Left Atrium: Diagnosis made During Life with Operative and 
Post-mortem Findings. H. P. Goldberg, F. Glenn, C. T. Dotter and 
I. Steinberg.—p. 762. 

Pulmonary Embolism. L. Wolff.—p. 768. 


Delaware State Medical Journal, Wilmington 


24:299-322 (Nov.) 1952 


Therapeutic Goals in Nephrotic Syndrome. L. E. Farr.—p. 299. 

Surgical Methods and Results in Management of Intractable Esophageal 
Achalasia. H. R. Hawthorne and H. C. Davis.—p. 306. 

Role of General Practitioner in Counselling Before and After Marriage. 
O. S. English.—p. 312. 

Five Ways to Knock Out TB. E. Ubell.—p. 319. 


Florida Medical Association Journal, Jacksonville 


39:389-466 (Dec.) 1952 


Management of Outbreak of Anthrax. S. J. Wilson, P. W. Hughes and 
A. E. Cronkite.—p. 403. 

Pernicious (Macrocytic) Anemia of Pregnancy. H. B. Lott and C. G. 
Rorebeck.—p. 407. 

Low Salt Syndrome. G. F. Schmitt Jr.—p. 411. 

Surgery of Parotid Tumors. W. C. Sumner.—p. 414. 

*Cardioinhibitory Effects of Carotid Sinus Pressure. R. J. Pearson Jr. 
and J. B. MacGregor.—p. 416. 

Treatment of Ventricular Tachycardia: Report of Resistant Case. W. P. 
Logan.—p. 422. 


Cardioinhibitory Effects of Carotid Sinus Pressure.—Evidence 
has accumulated to suggest that hyperactivity of the cardio- 
inhibitory carotid sinus reflex indicates myocardial disease. It 
has been customary to evaluate the carotid sinus reflex with the 
patient in an upright position, but since it is largely in this 
position that syncope is produced by the cerebral effects of carotid 
sinus pressure, it occurred to Pearson and MacGregor that per- 
formance of the test with the patient supine would eliminate 
cerebral effects, making it more strictly a test of cardiac inhibi- 
tion. Asystole for two seconds or electrocardiographically 
demonstrated changes in rhythm constituted a positive response 
in 11 patients with hyperactivity of the cardioinhibitory carotid 
sinus reflex. Eight of these had clinical heart disease, and the 
other three had either hypertension or arteriosclerosis. The 
authors conclude that a test giving positive results is strongly 
suggestive evidence of heart disease but that a negative reaction 
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has no definitive value, since many patients with known heart 
disease do not show a positive response. Cardiac effects cannot 
be completely shown in many patients unless an electrocardio- 
gram is taken during carotid sinus stimulation. Subjective com- 
Jaints are not necessarily present in patients with hyperactivity 
of the cardioinhibitory carotid sinus reflex. 


Iowa State Medical Society Journal, Des Moines 
42:561-604 (Dec.) 1952 


Abdominal Malformations of Newborn Requiring Immediate Surgery. 
R. T. Tidrick and G. W. Iwen.—p. 561. 

Treatment of Psychogenic Constipation in Young Children. H. H. Comly. 
—p. 565. 

Detection and Diagnosis of Retardation in Childhood. H. V. Turner. 
—p. 569. 

Maxillary Sinusitis. G. F. Harkness.—p. 571. 

Voluntary Health Agency. R. A. Betts.—p. 576. 


Journal of Allergy, St. Louis 


23:483-578 (Nov.) 1952 


Immuno-Serologic Studies of Immediate Wheal-Type Allergies. A. E. O. 
Menzel, W. R. Kessler, R. A. Cooke and P. Myers.—p. 483. 
Partition of Skin-Sensitizing Antibody Among Alcohol-Fractionated Plas- 
ma Proteins. J. H. Vaughan, C. B. Favour and I. H. Jaffee.—p. 489. 
Intravenous ACTH in Treatment of Allergic Diseases. S. F. Hampton. 
—p. 493. 

Neutralizing Antibody in Nonallergic Individuals. S. Malkiel and S. M. 
Feinberg.—p. 504. 

Transitory Pulmonary Infiltrations with Blood Eosinophilia of Eighteen 
Months’ Duration Treated with Cortisone. E. Schwartz.—p. 510. 

Studies in Atopic Dermatitis: IV. Importance of Seasonal Inhalant Aller- 
gens, Especially Ragweed. L. Tuft and V. M. Heck.—p. 528. 

Effect of Adrenal Cortex in Allergy. I. Effect on Experimental Hyper- 
sensitivity. L. H. Criep, R. R. Weigler and L. D. Mayer.—p. 541. 

Hematologic Manifestations of Allergic Nature. E .H. Reisner Jr.—p. 550. 


Journal of Applied Physiology, Washington, D. C. 
5:195-246 (Nov.) 1952. Partial Index 


Biomechanical Considerations in Cineplasty. A. C. Blaschke, H. Jampol 
and C. L. Taylor.—p. 195. 

Effects of Extreme Heat and Cold on Human Skin: Numerical Analysis 
and Pilot Experiments on Penetrating Flash Radiation Effects. K. Buett- 
ner.—p. 207. 

Effect of Chronic Exposure to Cold on Temperature and Blood Flow of 
Hand, G. M. Brown and J. Page.—p. 221. 

Metabolic Effects of Anesthesia in Man: Acid-Base Balance in Infants 
and Children During Anesthesia. J. P. Bunker, W. R. Brewster, R. M. 
Smith and H. K. Beecher.—p. 233. 


Journal of Clin. Endocrin. & Metab., Springfield, Ill. 
12:1409-1512 (Nov.) 1952 


Effect of Cortisone on Excretion of 17-Ketosteroids in Adrenal Tumor. 
E, H. Venning. C. J. Pattee, F. McCall and J. S. L. Browne.—p. 1409. 

Klinefelter’s Syndrome: Study of 5 Cases: Histophysiologic Basis for 
Pathogenic Interpretation. F. A. de la Balze, F. C. Arrillaga, J. Irazu 
and R. E. Mancini.—p. 1426. . 

Progesterone in Aqueous Crystalline Suspension Versus Progesterone in 
Oil: Comparison by Withdrawal Bleeding Tests in Human Female. 
W. H. Masters, M. H. Grody and D. T. Magallon.—p. 1445. 

Parahydroxypropiophenone Effects on Rat Thyroid, Adrenal, and Pitui- 
tary. T. S. Danowski, P. Wirth, M. Brown and others.—p. 1454. 

Metabolism of Radiothyroxine in Exophthalmic Goiter. R. S. Benua, 
A. Albert and F. R. Keating Jr.—p. 1461. 

Comparison of Histologic Pattern of Benign and Malignant Thyroid 
Tumors. W. A. Meissner and R. G. McManus.—p. 1474. 

*Metabolic Fate of I*** After Large Therapeutic Doses in Patients with 
Metastatic Carcinoma of Thyroid. J. B. Stanbury, G. L. Brownell, 
J. Barzelatto and others.—p. 1480. 

Effect of Low Iodine Diet on Thyroid Function in Rat. W. L. Money, 
J. E. Rall and R. W. Rawson.—p. 1495. 


Metabolic Fate of 1:21 After Treatment of Metastatic Thyroid 
Carcinoma.—In eight patients with metastatic carcinoma of the 
thyroid the metabolic fate of large doses of I‘! was studied. 
After initial periods of adjustment the radiation measured from 
the body as a whole decreased according to a simple exponential 
deeay curve, with biological half-periods that varied from 3 
to 12 days. There was a rapid fall in the urinary excretion rate 
of I'%1 for the first day or two, and in some patients this was 
followed by a secondary rise. In all those followed for a suffi- 
ciently long period, the slope of this curve approached that of 
the rate of disappearance of I?%1 in the body as a whole. The 
rapid fall of the iodide phase of the blood curve was superseded 
by a secondary rise and an adjustment to a simple exponential 





MEDICAL LITERATURE ABSTRACTS 677 





decay rate, which had a biological half-period appreciably longer 
than that of the urine. The significant radiation dosage to the 
blood may be delivered during the protein-bound I'%! phase 
of the blood curve, and depends on a number of factors besides 
the quantity of the isotope administered to the patient and the 
retention during the first 48 hours. 


Journal of Clinical Investigation, New York 
31:947-1022 (Nov.) 1952 


Influence of Cortisone and Adrenocorticotrophic Hormone on Brucellosis. 
I. Cortisone in Experimentally Infected Animals. R. Abernathy and 
W. W. Spink.—p. 947. 

*Id.: II. Adrenocorticotrophic Hormone (ACTH) in Acute and Chronic 
Human Brucellosis. W. W. Spink and W. H. Hall.—p. 958. 

Light Scattering Studies of Fibrin Clots. R. W. Greene.—p. 969. 

Basal Cardiac Function and Body Composition with Special Reference 
to Obesity. H. L. Taylor, J. Brozek and A. Keys.—p. 976. 

Failure of Desoxycorticosterone Glucoside to Alter Cerebral Venous 
Sugar Concentration in Man. J. F. Schieve and W. P. Wilson.—p. 984. 

Bacteriology of the Human Liver. V. M. Sborov, W. C. Morse, B. Giges 
and E. J. Jahnek Jr.—p. 986. 

Abnormal Glycine Metabolism in Rheumatoid Arthritis. H. M. Lemon, 
W. H. Chasen and J. M. Looney.—p. 993. 

Study of Nature of Circulating Thyroid Hormone in Euthyroid and 
Hyperthyroid Subjects by Use of Paper Electrophoresis. W. P. Deiss, 
E. C. Albright and F. C, Larson.—p. 1000. . 

Muscle Composition in Respiratory Acidosis. R. E. Cooke, F. R. Cough- 
lin Jr. and W. E. Segar.—p. 1006. 

Studies in Intravascular Coagulation. I. Coagulation Changes in Isolated 
Venous Segments. S. Wessler.—p. 1011. 

Urinary Excretion of Amino Acids in Patients with Cirrhosis of Liver 
and in Normal Adults. G. J. Gabuzda Jr., R. D. Eckhardt and C. S. 
Davidson.—p. 1015. 


Corticotropin in Acute and Chronic Human Brucellosis.— 
Corticotropin was given to seven men with brucellosis. Two had 
the acute form, that is, the illness had persisted for less than 
three months, and five had the chronic form. Corticotropin was 
administered parenterally in doses of 20 to 25 mg. every six 
hours for 7 to 14 days. Just prior to corticotropin therapy, 
several procedures were carried out to make possible a control 
of the effect of corticotropin. Venous blood was added to 
trypticase and soy broth for culturing purposes. Agglutination 
tests were performed. Total leukocyte and differential counts 
were made. These same procedures were repeated during and 
after treatment with corticotropin. The influence of the hormone 
on dermal hypersensitivity to Brucella antigen was also deter- 
mined. Both patients with acute brucellosis had bacteremia due 
to Br. abortus just prior to the administration of corticotropin. 
No abrupt change was noted in the first patient, but he improved, 
and there was no further evidence of bacteremia; he has re- 
mained well for 12 months. The second patient, who had signs 
of toxicity before corticotropin treatment was begun, appeared 
greatly improved within 24 hours after the initial injection, al- 
though Br. abortus could still be cultured from the blood. Corti- 
cotropin did not exert significant effects on the clinical course 
of chronic brucellosis. Specimens of liver and sternal bone 
marrow from one patient with acute brucellosis displaying 
granulomas showed no essential change after the administration 
of corticotropin. Corticotropin had no significant effect on the 
titer of Brucella agglutinins, but it suppressed dermal hyper- 
sensitivity to Brucella antigens. The tendency of Brucella organ- 
isms to cause a leukopenia and relative lymphocytosis was 
abolished by corticotropin. The authors feel that the adminis- 
tration of corticotropin or cortisone is indicated in acute or 
chronic brucellosis only if the patient is very ill and shows evi- 
dence of toxicity; even then, treatment should be carried out 
for only a few days, and antibiotics should be given simultane- 
ously. 


Journal of Nutrition, Philadelphia 
48:297-408 (Nov.) 1952. Partial Index 


Thiamine Metabolism of Women on Controlled Diets. I. Daily Urinary 
Thiamine Excretion and its Relation to Creatinine Excretion. H. A, 
Louth, Hsi-Hsuan Yu, B. E. Hawthorne and C. A. Storvick.—p. 297. 

Factors Affecting Development of Acrodynia in Pyridoxine-Deficient Rats, 
J. R. Beaton, J. L. Beare and E. W. McHenry.—p. 325. 

Intermediates Formed During Digestion of Triglycerides. F. H. Mattson, 
J. H. Benedict, J. B. Martin and L. W. Beck.—p. 335. 

Studies of Lipogenesis in Certain B-Vitamin Deficiencies. K. Guggenheim 
and R. E. Olson.—p. 345. 

Basal Metabolism of the Eskimo. K. Rodahl.—p. 359. 

Fate of Lycopene in Rat and its Effects on Utilization of Carotene and 
Vitamin A. E. G. High and H. G. Day.—p. 369. 
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Journal of Pediatrics, St. Louis 
41:505-630 (Nov.) 1952 


*Nephrotic Syndrome in Chiidren. I. Clinical Response to Nitrogen Mus- 
tard Therapy. V. C. Kelley and T. C. Panos.—p. 505. 

*Id.: II. Observations Concerning Certain Acute Phase Reactants. V. C. 
Kelley and T. C. Panos.—p. 518. : 

Effects of Magnesium Sulfate on Renal Function in Children with Acute 
Glomerulonephritis. J. N. Etteldorf and A. H. Tuttle.—p. 524. 

Adrenocorticotropic Hormone in Control of Acute Infantile Bronchiolitis. 
S. H. Walker.—p. 528. 

Febrile Convulsions. M. G. Peterman.—p. 536. 

Evaluation of Curd-Forming Properties of Milk Mixtures Used in Infant 
and Child Feeding. B. Spur and I. J. Wolman.—p. 541. 

*Persistent Sequelae of Bulbar Poliomyelitis. W. Lueck, J. Galligan and 
J. F. Bosma.—p. 549. 

Pseudomonas Infections in Infants and Children. L. J. Geppert, H. J. 
Baker, B. I. Copple and E. J. Pulaski.—p. 555. 

*Congenital Pulmonary Stenosis Without Cyanosis. J. J. Galligan, F. H. 
Adams and J. Jorgens.—p. 562. 

Growth Study of Children with Tetralogy of Fallot. G. W. Lund.—p. 572. 

Primary Carcinoma of Liver in a Boy Aged 20 Months. N. C. Stone. 
—p. 578. 

Juvenile Cirrhosis of Liver. C. S. Campbell.—p. 582. 

Recurrent Intussusception of Jejunum. E. R. Moeller and E. M. Moss. 
—p. 587. 


Nitrogen Mustard in the Nephrotic Syndrome in Children.— 
There is disagreement as to whether the nephrotic syndrome 
always represents a phase of glomerulonephritis or whether it 
may be a separate entity. Recently, the concept of an abnormal 
immune response as a pathogenetic factor has gained favor. 
Nitrogen mustard was employed therapeutically in the hope 
that its depressant effect on the reticuloendothelial system might 
interfere with the antigen-antibody mechanism. Nine children 
with the nephrotic syndrome were given nitrogen mustard 
therapy. Six of these children had lipid nephrosis, so designated 
because of the presence of anasarca, ascites, albuminuria, hypo- 
proteinemia, and hyperlipidemia, without hypertension or hema- 
turia. In two children the nephrotic syndrome was secondary 
to glomerulonephritis, and in one child the nephrotic syndrome 
apparently resulted from drug toxicity. Nitrogen mustard (HN:2) 
in 5% dextrose in water was administered by intravenous infusion 
in a dose of 0.2 mg. per kilogram of body weight on each of two 
successive days. In four of the eight patients who responded 
with diuresis to nitrogen mustard therapy, the edema did not 
recur; another remained almost edema-free for 23 months but 
then had a second severe nephrotic episode. Since then edema 
has not recurred. There was no consistent decrease in proteinuria 
in response to nitrogen mustard therapy. The sodium and carbon 
dioxide values were lower than normal, the potassium values 
approximated normal, the serum chloride values ranged some- 
what below normal, and calcium and phosphorus values were 
normal. Nitrogen mustard therapy appears to have little effect 
on serum electrolyte concentrations, despite the occurrence of 
diuresis. It seems to have a moderate therapeutic effect. 


Acute Phase Reactants in the Nephrotic Syndrome in Children. 
—The serum levels of nonglucosamine polysaccharides, hexo- 
samines, and mucoproteins were studied in 12 children with the 
nephrotic syndrome. Serum hexosamine levels were elevated 
consistently in these patierits, while serum nonglucosamine poly- 
saccharide levels were elevated in only some of them. Serum 
mucoproteins were elevated early and late in the course of ill- 
ness but decreased below normal in patients with an active phase 
of the disease. Nitrogen mustard therapy had little effect on 
these chemical evidences of disturbed metabolism in patients 
with the nephrotic syndrome. 


Persistent Sequelae of Bulbar Poliomyelitis.—Fifty patients 
who survived acute bulbar poliomyelitis during the 1946 polio- 
myelitis epidemic in Minnesota were reexamined 17 to 19 months 
after their acute illness. These patients were selected on the 
basis of having had cranial nerve involvement with little or no 
spinal involvement during their acute illness. It was found that 
44 had persistent or recurrent symptoms of cranial nerve in- 
volvement and 36 had corresponding physical findings. The 
pharynx was the commonest site of disability, and the most 
troublesome symptoms were those occurring during the swallow- 
ing of solid foods. The patients had to chew food carefully and 
swallow it slowly. Some had become accustomed to “washing 
down” their food but still were troubled with choking, gagging, 
gulping, and regurgitation. Difficulty in swallowing liquids and 
nasal regurgitation were troublesome, especially when bending 
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forward as when drinking at a fountain. A nasal quality of yoj 
was noted in 25 patients during the acute phase and in 1¢ 
the time of follow-up. Inspection of the pharynx revealed 
changes in the contour of the posterior and lateral wall in two 
patients. Paralysis of the palate was observed in 25 patients and 
was manifest during phonation. It was also noted in some who 
had difficulty in swallowing. Indirect laryngoscopy in 13 Dae 
tients disclosed vocal cord weakness in 3. Functional Tecovery 
occurred to a diminishing degree in successive periods of con- 
valescence. Thus, 15 of the patients who recovered from the 
“nasal quality” of voice reported that this recovery occurred 
within one month, and all 29 patients who recovered from this 
impairment did so within eight months. The high incidence of 
persistent sequelae of bulbar poliomyelitis places the eXxperi- 
ences of these authors in striking contrast with those of Other 
observers, some of whom noted almost 100% recovery of the 
pharyngeal muscles when life could be preserved through the 
first week of the disease. The authors suggest that possibly the 
involvement of the motor nuclei of the cranial nerves was of 
greater severity as well as of higher incidence compared to thy 
noted in other years. 


Congenital Pulmonary Stenosis Without Cyanosis.— Pulmonary 
stenosis is associated oftenest with other cardiac defects, such 
as dextroposition of the aorta, ventricular septal defect, or atrial 
septal defect. Patients having such combined defects are usually 
cyanotic from birth or early childhood; however, when stenosis 
of the pulmonary valve occurs as an isolated lesion or associated 
with patency of the foramen ovale, these patients may be free 
of cyanosis. Galligan and associates review observations on 23 
patients with pulmonary stenosis in whom there was no cyano. 
sis. The diagnosis was confirmed by cardiac catheterization jp 
17 patients, by surgery in 3 patients, and by clinical, roent- 
genologic, and electrocardiographic observations in 3 patients, 
The onset of symptoms was insidious. Dyspnea on exertion was 
the typical complaint. A loud (grade 3 to 4) systolic murmur 
in the pulmonic region was present in all patients. The pulmonary 
second sound was decreased in intensity or obscured by the 
murmur in all but one patient. Diastolic murmurs were uri- 
formly absent. The typical roentgenologic signs are as follows: 
right ventricular hypertrophy, a disproportionate enlargement 
of the main pulmonary artery segment and the left root shadow 
as compared to the right root shadow, and normal or slightly 
decreased diameter of the peripheral vascular markings. These 
characteristic findings were present in 16 patients; in 6 the roent- 
genologic observations were suggestive, and in 1 they were 
atypical. When the characteristic roentgenologic aspects are pres- 
ent, they are helpful in confirming the clinical diagnosis. The 
most important physiological aids to diagnosis are cardiac 
catheterization, determination of arterial oxygen saturation, 
cardiac output, and circulation times, and oximeter studies. Of 
the 11 patients who were given surgical treatment in an attempt 
to relieve the stenosis of the pulmonary valve, 2 had a dissection 
type pulmonary valvulotomy, and 9 had a Brock type of valvu- 
lotomy. One patient died while the pulmonary artery was being 
exposed. The other 10 seem to have benefited from the valvulot- 
omy. 


J. Pharmacology & Exper. Therap., Baltimore 


106:253-369 (Nov.) 1952. Partial Index 


Effects of Alcohol in Small Doses and Tetraethylthiuramdisulphide (Anta- 
bus) on Cerebral Blood Flow and Cerebral Metabolism. C. H. Hine, 
A. F. Shick, L. Margolis and others.—p. 253. 

Colchicine General Pharmacology. F. C. Ferguson Jr.—p. 261. 

Technique for Detecting Pharmacodynamically Induced Alarm Reaction 
Using Eosinopenic Response of Intact Rats. A. E. Heming, M. F. Sax 
and D. E. Holtkamp.—p. 271. 

Determination and Distribution of Trimethadione (Tridione) in Animal 
Tissues. J. D. Taylor and E. L. Bertcher.—p. 277. 

Distribution and Excretion of Thorium Sulphate. J. K. Scott, W. F. 
Neuman and J. F. Bonner.—p. 286. 

Pharmacological Studies of Phenacetylurea (Phenurone) an Anticonvulsant 
Drug. G. M. Everett and R. K. Richards.—p. 303. 

Comparison of 11-Hydroxy Cardiac Steroids with Compound F and 
Cortisone. K. K. Chen, R. C. Anderson and C. L. Rose.—p. 314. 
Effect of Thyroxin, Thyroidectomy and 6-N-Propyl-2-Thiouracil on Brain 
Function. D. M. Woodbury, R. E. Hurley, N. G. Lewis and others. 

—p. 331. 

Action of Serum Protein Fractions on Isolated Mammalian Myocardium. 
J. P. Green, N. J. Giarman and W. T. Salter.—p. 346. 

Central Depressant Actions of Certain Myoneural Blocking Agents. C. H. 
Ellis, W. V. Morgan and E. J. De Beer.—p. 353. 
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Journal of Urology, Baltimore 


68:779-864 (Nov.) 1952 


Cushing’s Syndrome. E. F. Poutasse and E. P. McCullagh.—p. 779. 
Experimental Urolithiasis: Prevention and Dissolution of Foreign Body 
Calculi by Infection with Salmonella Enteritidis. C. W. Vermeulen, 
C. R. Helsby and R. Goetz.—p. 790. 
Responsibility of an Internist in Treatment of Pyelonephritis. R. Birchall. 
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Right Diaphragmatic Eventration with Renal Displacement: Case Report. 
R. J. Spillane and G. C,. Prather.—p. 804. 

Unusual Type of Traumatic Kidney. P. E. Huth.—p. 807. 

Fibromyxolipoma of Kidney. R. J. Spillane, J. A. Singiser and G. C. 
Prather.—p. 811. 

Ureteritis Cystica: Treatment with Sulfadiazine, Penicillin and Aureo- 
mycin: Report of Case. B. G. Clarke.—p. 815. 

Primary Benign Neoplasm of Ureter Associated with Ureteral Calculus. 
T. L. Saxe.—p. 819. 

Separation of Urethra from Bladder Due to Fracture of Pelvis. H. M. 
Constantian and L. M. Felton.—p. 823. 

New Simplified Technique for Single-Stage Cystoprostatovesiculectomy. 
M. R. Marina.—p. 831. 

Interstitial Cell Tumors of Testicle: Report of Three Cases. M. M. 
Mayers.—p. 834. 

*Recognition of Phlebothrombosis and Prevention of Pulmonary Embolism 
in Urologic Patients. O. S. Culp, J. Barron and J. K. Ormond.—p. 845. 

Protective Sheath for Urinary Drainage Tubes. S. R. Weinberg.—p. 861. 

Balanced Suspension for Facilitation of Endoscopic Instrumentation. 
H. R. Trattner.—p. 862. 


Phiebothrombosis and Pulmonary Embolism in Urologic Pa- 
tients. Pulmonary embolism continues to be a major problem 
despite early ambulation and so-called prophylactic measures. 
In 1946, it was responsible for 42% of all deaths on the uro- 
logical service of the Henry Ford Hospital in Detroit. Of 66 
patients with thromboembolism studied by the authors, 49 re- 
covered and 17 died. Of the 49 patients who recovered, 46 had 
been found to have phlebothrombosis in one of the lower ex- 
tremities. Postoperative thromboembolism occurred in 59 pa- 
tients. This followed suprapubic, perineal and transurethral 
prostatic operations in 38, renal operations in 15, ureteral opera- 
tions in 4, and scrotal operations in 2. It can occur after any 
procedure on any part of the genitourinary tract. As a result 
of concentration on the early recognition of phlebothrombosis 
in the lower extremities and on prompt institution of appro- 
priate therapy, there have been no deaths from pulmonary em- 
bolism among urologic patients on the authors’ service for 31 
months. Early diagnosis of thrombosis is based on proper evalu- 
ation of fever, apprehension, and tenderness of the legs. Treat- 
ment consists of intermittent intravenous administration of 
heparin in most patients and of bilateral ligation of the super- 
ficial femoral veins in selected patients in whom additional 
operations were contemplated, bleeding was excessive, renal im- 
pairment severe, or ambulation impossible. From the authors’ 
own observations in 40 patients subjected to anticoagulant treat- 
ment and the writings of other investigators the following plan 
for treatment with heparin evolved: A dose of 50 mg. is given 
as soon as thrombosis is diagnosed. Then, for five days, 75 mg. 
is given at 12 noon and 4 p. m. and 125 mg. at 8 a. m. and 
9 p. m. After five days the dose is reduced to 75 mg. four times 
daily. Treatment is continued for a minimum of 10 days or until 
the patient becomes ambulatory and has normal findings with 
respect to the leg. Clotting time is determined before the 4 p. m. 
dose is given if there is evidence of renal impairment. If the 
clotting time is more than 30 minutes, the dose is reduced or 
omitted. Using routine examination of the legs and heparin 
therapy according to the foregoing plan, 209 patients on one uro- 
logic service at the Mayo Clinic were subjected to surgical pro- 
cedures involving all segments of the genitourinary tract. Fatal 
pulmonary embolism was avoided even though phlebothrombo- 
sis developed in three patients after segmental resection of the 
bladder, perineal biopsy of the prostate, and nephrectomy, re- 
spectively. Each recovered after 10 days of treatment with 
heparin and no one had any bleeding or embolic complications. 


Maine Medical Association Journal, Portland 
43:343-366 (Nov.) 1952 


Summary of Poliomyelitis at Central Maine General Hospital July to 
November, 1952. R. A. Marissette and D. H. Horsman.—p. 343. 

Diagnosis and Treatment of Acute Pancreatitis. W. A. Clapp.—p. 347. 

Diverticulitis of Colon. E. H. Drake.—p. 349. 

Ether Anesthesia in Community Hospital. W. G. Strout, C. S. Dwyer and 
P. B. Thomas.—p. 351. 

Industry and Tuberculosis, F. W. Barden.—p. 355. 
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Michigan State Medical Society Journal, Lansing 


$1:1369-1496 (Nov.) 1952 


Beaumont and St. Martin. S. V. Smith.—p. 1417. 

Value of Beaumont Memorial to Medical Profession of Michigan. H. M. 
Merker.—p. 1418. 

Case of Candida Asthma and Its Management. O. Neufeld and W. L. 
Wallbank.—p. 1419. * 

Recent Advances in Diagnosis of Heart Disease. R. D. Pruitt.—p. 1421. 

Missed Abdominal Emergencies. C. E. Umphrey.—p. 1427. 

Office Treatment of Urological Patient. R. J. Hubbell.—p. 1433. 

Differential Diagnosis of Jaundice. R. O. Muether.—p. 1437. 

Refinements in Diagnosis of Early Tuberculosis. J. A. Myers.—p. 1441. 

Use of Oral and Topical Calcium Preparations in Pruritus: Preliminary 
Report. W. T. Kruse.—p. 1445. 

Use of an Antiseptic Synthetic Detergent for Local Hygiene in Pruritus 
Ani. H. I. Kallet and L. P. Davlin—p. 1447. 

Fractures of Upper Extremity. R. J. Bannow.—p. 1449. 

Rural Practice Can Be Fun. J. Rodger.—p. 1454. 


Nebraska State Medical Journal, Lincoln 
37:345-376 (Nov.) 1952 


Recent Advances in Management of Diabetic Coma. S. S. Fajans.—p. 347. 

Nervous System Complications in Diabetes Mellitus. E. R. Brousseau. 
—p. 352. 

Ocular Complications of Diabetes Mellitus. R. D. Vickery.—p. 354 

Renal Complications of Diabetes Mellitus. G. W. Loomis.—p. 356. 

Role of Calcium in Soft Tissue Calcification. A. C. Curtis.—p. 359. 

Diagnosis and Treatment of Common Knee Injuries)s W. R. Hamsa. 
—p. 363. 

Evaluation of PVA Method of Fixing Ameba Trophozoites for Shipment 
to Diagnostic Laboratories. G. W. Kelley.—p. 367. 


37:377-412 (Dec.) 1952 


Common Fallacies Concerning Gallbladder Disease. R. S. Sparkman. 
—p. 379. 

Oral Pathology—A Field of Mutual Interest for Dentists and Physicians. 
F. H. Tanner and D. T. Waggener.—p. 382. 

Role of Calcium and Phosphorus in Metabolic Bone Disease. S. S. 
Fajans.—p. 385. 

Anesthesia for Cesarean Section. R. C. Therien and L. S. McGoogan. 
—p. 390. 

“Improving Rural Medical Care.” H. B. Mulholland.—p. 395. 

Value of Spinal Fluid Pressure Measurement in Head Injuries. W. A. 
Muehlig.—p. 398. 


Neurology, Minneapolis 
2:461-550 (Nov.-Dec.) 1952 


Oligodendrogliomas Arising from Structures of Posterior Fossa. E. G. 
Krueger and G. Krupp.—p. 461. 

Headache in Ophthalmic Practice. A. J. Lanchner.—p. 471. 

*Treatment of Headache with Ergotamine-Caffeine Suppositories. K. R. 
Magee, M. R. Westerberg and R. M. DeJong.—p. 477. 

Comparison of Provocative Agents in Epilepsies and in Controls. R. Cohn, 
J. E. Nardini and W. H. Boswell.—p. 481 

Subacute Encephalitis: Three Year Survival with Long-Term Remission. 
W. M. Landau and J. J. Gitt.—p. 488. 

Effects of Cortisone in Myotonia Atrophica. R. W. Barris and H. D. 
Strassman.—p. 496. 

Extinction Phenomenon in Patients with Verified Cerebral Tumors. D. K. 
Ziegler.—p. 501. 

Double Simultaneous Stimulation Phenomenon in Spinal Cord Disease. 
M. F. Shapiro and D. S. Feldman.—p. 509. 

Hematologic, Gastric Acidity and Cerebrospinal Fluid Findings in Mul- 
tiple Sclerosis. A. S. Dekaban, R. J. Brodrick and T. R. Waugh. 
—p. 514. 

Trauma in Multiple Sclerosis. D. J. Flicker.—p. 520. 

*Modifications of Signs in Multiple Sclerosis with Tetraethylammonium 
Chloride. G. H. Williams Jr., L. J. Karnosh and H. J. Tucker.—p. 524. 

Stellate Block: Technique, Dangers and Safeguards. W. V. Trowbridge, 
A. E. Bayless and J. D. French.—p. 529. 


Ergotamine-Caffeine Suppositories for Headaches.—Ergotamine 
tartrate has been the most specific drug for the relief of mi- 
graine headache. Recently it has been found, however, that a 
combination of ergotamine tartrate with caffeine is more effec- 
tive in many patients than ergotamine tartrate alone. This paper 
is concerned chiefly with the rectal administration of ergotamine 
tartrate and caffeine. The potential advantage of this route is 
prompt absorption, approaching that obtained by hypodermic 
injection. Therefore, patients in whom oral ergotamine com- 
pounds fail to give adequate relief, or in whom vomiting pre- 
cludes the use of oral medication, may be able to receive benefit 
from rectal administration. In a series of 100 patients with mi- 
graine, histamine, and tension headaches, suppositories con- 
taining ergotamine tartrate and caffeine were used. Three 
preparations were tested. It was found that the use of the sup- 
positories was successful in a large percentage of patients with 
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migraine and in a smaller percentage of patients with histamine 
headaches but was disappointing in patients with tension or 
psychogenic headaches. Side-effects were typical of those pro- 
duced by ergotamine in any method of administration and were 
usually easily eliminated by proper adjustment of dosage. The 
optimal dosage was from one-half to one suppository. The rectal 
administration of ergotamine and.caffeine promises to offer relief 
to many patients with migraine or related vascular headaches in 
whom oral ergotamine compounds either give no relief or cause 
serious side-effects. 





Tetraethylammonium Chloride in Multiple Sclerosis.——It had 
been demonstrated that tetraethylammonium chloride relieves 
vasospasm by blocking the autonomic ganglions. This fact, 
coupled with the assumption that the acute or exacerbative signs 
and symptoms of multiple sclerosis contain the element of vaso- 
spasm, led to a trial of this drug in 222 patients with multiple 
sclerosis. The majority of these patients had had exacerbations 
and remissions. Deep intramuscular injections of 350 to 1,800 
mg. of the drug are given six times weekly. The immediate 
effects of the drug are an orthostatic hypotension and loss of 
visual accommodation. The patient is advised to remain in a 
supine position for one hour to avoid syncope and excessive 
dizziness. The effective dosage is determined by starting with 
a small amount and increasing it gradually to the optimum 
level. The maintenance dose is given six times weekly until the 
desired effect is achieved or until there is no progressive im- 
provement. Good subjective and some objective improvement 
was obtained in 18 patients; 113 patients: reported fair subjec- 
tive but minimal or no objective improvement and 91 were 
unimproved or became worse. At most, use of tetraethyl- 
ammonium chloride appears to be palliative; it is particularly 
helpful in the acute phase of the disease. Only moderate to no 
improvement can be hoped for in the chronic disease. If tetra- 
ethylammonium chloride is given in the early phase of an 
exacerbation of multiple sclerosis, it is possible that it may 
prevent the formation of new “scars” in the central nervous 
system. 


New England Journal of Medicine, Boston 
247:745-786 (Nov. 13) 1952 


Hepatic Hypoglycemia: Its Occurrence in Congestive Heart Failure. S. M. 
Mellinkoff and P. A. Tumulty.—p. 745. 

Treatment of Wringer-Arm Injuries. D. W. MacCollum, W. F. Bernhard 
and R. L. Banner.—p. 750. 

*Treatment of Acute Hemophilic Hemarthrosis: Report on Use of Hyal- 
uronidase. W. R. MacAusland Jr. and J. J. Gartland.—p. 755. 

Experimental Production of Congenital Anomalies: Timing and Degree 
of Anoxia as Factors Causing Fetal Deaths and Congenital Anomalies 
in the Mouse. T. H. Ingalls, F. J. Curley and R. A. Prindle.—p. 758. 

Resuscitation of Heart in Ventricular Standstill by External Electric 
Stimulation. P. M. Zoll.—p. 768. 

Auscultation of Corrigan or Water-Hammer Pulse. F. W. Palfrey.—p. 771. 


Hyaluronidase in Treatment of Acute Hemarthrosis.—The dis- 
ability that follows repeated hemorrhage into joints is well 
known to those who care for patients with hemophilia. The pain 
and limitation of motion accompanying acute hemarthrosis 
often lead to a chronic deformity through capsular thickening, 
contractures, periarticular fibrosis, and secondary arthritis. 
Efforts to prevent or delay such disability have not been very 
successful in the past. The treatment of a fresh hemorrhage 
into a joint usually consisted of splints, ice bag, sedation and, 
after all pain has subsided, physiotherapy. At the New York 
Orthopedic Hospital hyaluronidase has been used since 1950 
to hasten the absorption of hemorrhage in fresh hemophilic 
hemarthrosis. As soon as the diagnosis of an acute hemorrhage 
has been made, the usual laboratory tests—including the venous 
clotting time, blood counts and urinalysis—are carried out. 
Arrangements are made for the infusion of plasma or fresh 
blood in an attempt to reduce the clotting time to normal and 
to arrest any concurrent hemorrhage. The joint is then aspirated, 
but only a few cubic centimeters are removed, for the high 
viscosity prevents complete aspiration. Then, with the needle 
still in place to obviate a second puncture, 1,000 turbidity-reduc- 
ing units of hyaluronidase mixed with 1% procaine is instilled 
into the joint. Care is taken not to inject a greater volume of 
fluid than has been aspirated, for this tends to cause consider- 
able pain and spasm. In practice, 4 or 5 cc. of fluid is usually 
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injected into the major joints. Immediately on withdraw 
the needle a dry sterile dressing is held firmly against the Punc. 
ture site to prevent oozing. An ace® bandage is firmly applied 
to provide the extra pressure that is an essential part of the 
treatment. Thirteen episodes of acute hemophilic hemarthrosis 
in six patients have been treated in the last two years. The Method 
was successful in 11 episodes. Hyaluronidase, through the action 
on the ground substance of the synovial fluid and synovial} mem. 
brane, allows the reabsorption of the joint hemorrhage, with 
resulting freedom from pain and increased motion. With the 
rapid return of normal synovial fluid, the nutritional source of 
the articular cartilage is assured, and degeneration forestalleq 


247:787-828 (Nov. 20) 1952 


Replacement of Femoral Head in Severe Osteoarthritis of Hip. J, Gg 
Kuhns, T. A. Potter, W. A. Elliston and R. S. Horfnell—p 797, | 

Clinical Significance of Hemoptysis. C. R. Souders and A. T. Smith 
—p. 790. : 

*Passive Transfer of Tuberculin Sensitivity to Patients with Sarcoidosis 
F. Urbach, M. Sones and H. L. Israel.—p. 794. . 

*Hepatotoxicity of Intravenous Aureomycin. A. M. Rutenburg ang 
S. Pinkes.—p. 797. 

Thoracic Surgery. J. G. Scannell.—p. 800. 

Some Clinical and Laboratory Observations on Hydriodide of Diethy). 
aminoethyl! Ester of Penicillin G (Neo-Penil). M. E. Grigsby, T, 4 
Haight and M. Finland.—p. 807. 

Swimmer’s Muscle Cramps. W. Richardson.—p. 811. 
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Passive Transfer of Tuberculin Sensitivity to Patients with Sar. 
coidosis.— About two-thirds of patients with sarcoidosis fail to 
react to second-strength tuberculin, 0.005 mg. of purified pro. 
tein derivative or 0.1 mg. of old tuberculin. This diminished 
reactivity to tuberculin has been interpreted as evidence both 
for and against a tuberculous etiology of sarcoidosis. Some jn- 
vestigators have ascribed this phenomenon to specific antibodies 
(“anticutins”) occurring in sarcoidosis; others suggest that the 
diminished cutaneous reactivity is nonspecific and reflects the 
impaired ability of sarcoidosis patients to form sessile antibodies 
owing to involvement of the reticuloendothelial system. With 
the use of viable leukocytes, it has been possible to accomplish 
passive transfer of tuberculin sensitivity, and this technique was 
applied to patients with sarcoidosis. Studies were made on six 
tuberculin-positive donors and five tuberculin-negative recipi- 
ents without sarcoidosis and six tuberculin-negative recipients 
with it. Living white blood cells were obtained by a modifica- 
tion of the methods of Minor and Lawrence. White cells ob- 
tained from tuberculin-positive and tuberculin-negative controls 
were injected into adjacent areas on the forearm. Eighteen hours 
after inoculation, the sites were challenged with 0.005 mg. of 
freshly mixed purified protein derivative. The reactions were 
read 48 hours after challenge. The tuberculin test was repeated 
at a site distant from the cell injection about four weeks after 
the transfer. Passive transfer of tuberculin sensitivity to tuber- 
culin-negative controls was accomplished. Tuberculin sensitivity 
was similarly transferred to six tuberculin-negative patients with 
sarcoidosis. Cells obtained from patients with sarcoidosis did 
not inhibit the tuberculin reaction in known reactors, nor did 
they sensitize nonreactors. The skin of patients with sarcoidosis 
and that of tuberculin-negative controls responded identically 
to the cellular transfer of tuberculin sensitivity. The failure to 
demonstrate anticutins or other specific inhibiting factors to the 
tuberculin reaction does not exclude tuberculosis as a cause of 
sarcoidosis but does serve to abolish one of the hypotheses on 
which the belief in a tuberculous etiology has been based. These 
observations are in better accord with the concept that tuberculin 
anergy in sarcoidosis is nonspecific and due to involvement of 
the reticuloendothelial system. 





Hepatotoxicity of Aureomycin.—Rutenburg and Pinkes observed 
hyperbilirubinemia during the intravenous administration of 
aureomycin in 39 patients. To determine whether the aureomy- 
cin was actually the cause of this hyperbilirubinemia, they studied 
the effect of the drug in 20 patients without cardiovascular, 
renal, hepatic, or biliary tract disease; they also gave the drug 
intravenously to 89 patients after operation. It was found that 
the intravenous administration of aureomycin postoperatively 
can produce transient clinical icterus, which can be differenti 
ated from icterus due to other causes by its prompt disappeat- 
ance after the drug has been discontinued. The development 
of hyperbilirubinemia and other abnormalities in liver function 
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the group of patients not operated on indicates that 
ayreomycin alone is responsible for these changes. Indeed, liver 
injury has been observed in man and animals after oral as well 
as intravenous administration of aureomycin. In an addendum 


the authors point out that liver injury has been observed also 
after use Of oxytetracycline (“terramycin”). 


tests 10 


Oral Surgery, Oral Medicine & Oral Path., St. Louis 
5:1137-1248 (Nov.) 1952. Partial Index 


Oral and Maxillofacial Injuries and Associated Head Injuries. R. J. 


Burch.—p. 1157. 
Rationale for Electrosurgery. M. S. Strock.—p. 1166. 


+actinomycosis of Jaw Treated with Terramycin: Report of Case. E. V. 
Zegarelli, S. L. Lane, H. M. Syrop and A. H. Kutscher.—p. 1182. 
Monostotic Fibrous Dysplasia of Mandible. A. Leshin.—p. 1194. 


Actinomycosis of Jaw Treated with Oxytetracycline.—This is a 
report of the successful treatment with oxytetracycline (“terra- 
mycin”) hydrochloride of an infectious lesion involving the 
lower jaw from which a microorganism with the cultural char- 
acteristics of Actinomyces bovis was isolated. Prior to his re- 
ferral to the school of dental and oral surgery of Columbia 
University, the patient had made multiple visits to several den- 
tists and physicians. Several teeth had been extracted, and he 
had been treated with penicillin, sulfonamides, and hot and cold 
compresses. At the time of admission pus was obtained intra- 
orally from the area of the lower left second premolar and slight 
intraoral swelling was noted. Extraorally there were two raised 
masses beneath the mandible measuring about 5 mm. and 10 
mm. respectively. The overlying skin showed a dark reddish 
pigmentation. Systemic oxytetracycline hydrochloride therapy, 
500 mg. four times a day, was instituted on June 11 and was 
continued without interruption for two weeks in the same dosage. 
All other medication and treatments were discontinued. There 
was a continuous decrease in the size and redness of the two 
extraoral nodules, and pain disappeared. After having been 
interrupted on June 25, oxytetracycline therapy was resumed 
on July 6 because the nodules had become larger again. While 
oxytetracycline therapy was continued to Aug. 1, the nodules 
rapidly decreased in size and soon were no longer visible or 
palpable. Twenty weeks later the patient remained completely 
asymptomatic. It is suggested that further clinical trials of sys- 
temic oxytetracycline therapy are indicated in the presence of 
Actinomyces bovis infection. 


Pediatrics, Springfield, Ill. 
10:381-512 (Oct.) 1952 


Studies on Metabolism and Disposal of Amino Acid Mixtures Given 
Intravenously, W. M. Mulholland, E. M. Bridge and H. W. Fox. 
—p. 381. 

Further Studies on Treatment of Congenital Adrenal Hyperplasia with 
Cortisone. IV. Effect of Cortisone and Compound B in Infants with 
Disturbed Electrolyte Metabolism. J. F. Crigler Jr., S. H. Silverman 
and L. Wilkins.—p. 397. 

Stool Frequency of Normal Infants in First Week of Life. W. L. Nyhan. 
—p. 414, 

Precocious Growth of Sexual Hair Without Other Secondary Sexual 
Development: “Premature Pubarche,’”’ A Constitutional Variation of 
Adolescence. S. H. Silverman, C. Migeon, E. Rosemberg and lL. Wil- 
kins.—p. 426. 

‘Retrolental Fibroplasia: Clinical Observations. W. R. Hepner Jr. and 
A. C. Krause.—p. 433. 

Seme Emotional Problems Associated with Respiratory Insufficiency in 
Poliomyelitis. C. G. Grulee Jr.—p. 444. 

Studies of Immunology of Newborn Infant. III. Permeability of Placenta 
to Maternal Antibody During Fetal Life. J. J. Osborn, J..Dancis and 
B. V. Rosenberg.—p. 450. 

Three Years’ Experience with an Affiliated Rural Resident Training Pro- 
gram. M. J. Carson and B. D. Poole.—p. 457. 

Evaluation of Meat in Infant Diet. H. M. Jacobs and G. S. George. 
—p. 463. 

Psychogenic Megacolon Manifested by Fecal Soiling. S. D. Garrard and 
J. B. Richmond.—p. 474. 

Short Term Management of Child Behavior Disorder. V. H. Rosen and 
E. Landsberg.—p. 484. 

Etiology, Recognition, Prevention and Treatment of Rheumatic Fever. 
S. Gibson, L. DeVel, W. C. Vance and others.—p. 490. 


Retrolental Fibroplasia: Clinical Observations. — Retrolental 
fibroplasia was rare before 1937, but its incidence is increasing 
to such an extent that in the United States, it is now the leading 
cause of blindness and the most frequent defect in infants sur- 
Viving extreme prematurity. Two-thirds of the infants in whom 


Jetrolental fibroplasia develops are prematurely born infants, 
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weighing less than 1,500 gm. Retrolental fibroplasia is now fre- 
quently diagnosed in its early active phase, and it has been ob- 
served that the incidence of permanent ocular changes is less 
than one-third of the incidence of the early acute changes. Some 
observations seemed to suggest that feeding might play a part 
in the pathogenesis of this disorder. The effects of feeding pre- 
maturely born infants human milk and cow’s milk formulas 
were compared at the Chicago Lying-in Hospital. It was found 
that feeding human milk exclusively, until a weight of 1,800 
gm. had been reached, did not prevent the later development 
of retrolental fibroplasia in infants weighing less than 1,500 gm. 
at birth. A relationship between the electrolyte content of the 
diet and fluid retention could be established in small premature 
infants, and it is believed that corticotropin may exert a tempo- 
rary influence on retrolental fibroplasia by its diuretic effect on 
water and salt exchange. Blood transfusions have been given 
more frequently in recent years for the prophylaxis of the anemia 
of prematurity. Of 20 premature infants weighing less than 1,500 
gm., 8 had retrolental fibroplasia and 12 did not. Both these 
groups had received about the same number of calories per kilo- 
gram of weight, but every infant with retrolental fibroplasia had 
received blood transfusions. The relative volume of transfusions 
was significantly greater in the group of infants with retrolental 
fibroplasia than in those without it. A review of the records of 
22 other infants with retrolental fibroplasia disclosed that all 
but two had received blood transfusions. A direct relationship 
between the development of retrolental fibroplasia and blood 
transfusion during a period of wafer and electrolyte retention 
has been demonstrated. Furthermore, when ophthalmoscopic 
examinations were made before and after indicated blood trans- 
fusions in premature infants, either retinal detachment or severe 
intraocular bleeding were seen to follow transfusion in four 
infants with an early, ordinarily reversible, vascular lesion of 
acute retrolental fibropiasia. The authors feel that the feeding 
of formulas high in electrolytes and administration of exces- 
sively large blood transfusions for anemia may overload the 
capacities for physiological adjustment of the smaller premature 
infant and lead to retrolental fibroplasia. 


Pennsylvania Medical Journal, Harrisburg 


55:1073-1160 (Nov.) 1952 


The Physician of Tomorrow. T. R. Fetter.—p. 1097. 

Bronchologic Aspects of Pulmonary Disease. F. J. Putney.—p. 1103. 

Undelayed Transurethral Resection in Poor Risk Cases. K. B. Conger 
and R. F. Taylor.—p. 1107. 

Surgical Treatment of Cancer of the Cervix. C. T. Beecham and J. Emich. 
—p. 1111. 

Diabetic Nephropathy. D. W. Bortz.—p. 1115. 


Physiological Reviews, Baltimore 


32:379-524 (Oct.) 1952 


Effect of Hormones on Lymphatic Tissue. T. F. Dougherty.—p. 379. 

Cell Genetics and Hereditary Symbiosis. J. Lederberg.—p. 403. 

Biochemical Evidence of Nutritional Status. O. H. Lowry.—p. 431. 

Fundamental Stimulus for Erythropoiesis. W. C. Grant and W. S. Root. 
—p. 449. 

Rate Behavior of Metabolic Systems. J. Z. Hearon.—p. 499. 


Proc. Staff Meet. Mayo Clinic, Rochester, Minn. 
27:441-472 (Nov. 5) 1952 


Surgical Creation and Repair of Massive Defects of Pelvis for Osteo- 
myelitis and Bone Tumor: Early Results in 4 Cases. P. R. Lipscomb. 
—p. 441. 

*Bilateral Radical Cervical Dissection for Malignant Lesions of Head and 
Neck. O. H. Beahrs and G. L. Jordan Jr.—p. 449. 

Effect of Stilbamidine on Blastomycosis in Mice. F. R. Heilman.—p. 455, 

Effect of Adrenolytic Drugs on Pheochromocytoma with Functioning 
Metastatic Lesions: Report of Case. W. G. Bannon and E. V. Allen. 
—p. 459. 

Failure of Cortisone to Affect Therapeutic Activity of Streptomycin in 
Experimental Tuberculosis of Guinea Pigs. A. G. Karlson and J. H. 
Gainer.—p. 465. 


Bilateral Radical Cervical Dissection.—Carcinomas of the head 
and neck are known to remain above the level of the clavicle 
for long periods; they usually cause death by invading locally 
or metastasizing to the neck. Therefore, radical operation on 
the neck, with sacrifice of both internal jugular veins, is justi- 
fied when this procedure is indicated as part of the definitive 
treatment of the lesion. Since the adequacy of the collateral 
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venous circulation about the head and neck has been better 
understood, radical cervical dissection can be carried out with- 
out the dangers previously thought to be present when both in- 
ternal jugular veins were removed. This safety is demonstrated 
by an increasing number of reports in the literature and by the 
two cases described in this report. 


Review of Gastroenterology, New York 


19:853-928 (Nov.) 1952 


Functional Tense Esophagus and Esophageal Spasm. H. C. Klein.—p. 861. 

An X-Ray Demonstration of Meckel’s Diverticulum. M. Caplan and 
D. Badner.—p. 873. 

Role of Psychiatrist in Handling Psychosomatic Problems. H. M. Serota. 
—p. 881. 

Anemias Resulting From Disturbances of Gastrointestinal Function. F. H. 
Bethall.—p. 890. 

What is Adequate Medical Treatment of Peptic Ulcer? E. A. Marshall. 
—p. 897. 

*Factitial Sigmoiditis: Report of Case. I. A. Feder and M. Leichtling. 
—p. 902. 

Pauchet Closure of Colostomy. J. M. Miller and M. N. Jensen.—p. 908. 


Factitial Sigmoiditis.—Doses of irradiation large enough to cause 
necrosis of malignant cells in carcinoma of the cervix and fundus 
of the uterus may damage the intestinal mucosa. The term 
factitial proctitis was suggested by Buie and Malmgren in 1930 
for lesions occurring in the rectum following extrarectal irradi- 
ation therapy. The earliest change is an acute inflammatory 
reaction. The mucosa becomes edematous and hyperemic and 
bleeds easily when traumatized by the proctoscope. At this stage 
the patient may complain of tenesmus, diarrhea with or without 
blood in the stool, and discomfort or pain in the lower abdomen, 
back, and rectum. The process may subside at this stage and 
the rectal mucosa may resume its normal appearance. If the in- 
jury has been severer and the blood vessels have become throm- 
bosed, ulceration of the mucosa may occur. Such lesions may 
appear a few months to many years later. The ulcers are indolent 
and heal with difficulty. They may be solitary or multiple, and 
they may perforate and cause either localized abscesses or gen- 
eralized peritonitis. Stricture of the bowel may result from scar 
tissue and cause intestinal obstruction. The authors describe the 
case of a woman, aged 78, in whom sigmoid ulceration and 
obstruction was complicated by massive hemorrhage. In this 
case, factitial sigmoiditis resulted from radium implantation into 
the uterus for adenocarcinoma. Cure was obtained after pan- 
hysterectomy and wide resection of the sigmoid lesion, with 
restoration of continuity by end-to-end anastomosis. 


Southwestern Medicine, El Paso, Texas 


33:385-420 (Nov.) 1952 


Skin Patterns of Allergy to Penicillin. H. D. Garrett and L. M. Smith. 
-—p. 401. 

Current Therapy of Uncomplicated Peptic Ulcer, with Remarks Regarding 
Diagnosis. J. W. Findley Jr.—p. 404. 

Role of Surgery in Pulmonary Tuberculosis. M. B. Cohen.—p. 408. 


Surgery, St. Louis o 
32:765-922 (Nov.) 1952 


Diverticulitis and Carcinoma of Sigmoid. J. J. Morton.—p. 765, 

*Gastric Resection as Treatment of Perforated Gastroduodenal Ulcer. 
G. Carayannopoulos and C. Christopoulos.—p. 784. 

Effect of Rubber Tubing on Healing of Common Duct Anastomoses. 
B. G. Lary and J. R. Scheibe.—p. 789. 

Sympathectomy for Cardiac Decompensation and Coronary Disease. 
P. G. Flothow.—p. 796. ¥ 

Further Observations on Experimental Extracorporeal Circulation. W. T. 
Mustard, A. L. Chute and E; H. Simmons.—p. 803. 

Adrenocortical Function During Surgical Procedures. 
—p. 811. 

Carbohydrate Metabolism in Immediate Postoperative Period. M. A. 
Hayes and R. L. Brandt.—p. 819. 

Relationship of Liver to Serum Nonspecific Hyaluronidase Inhibitor. 
J. W. Cole, F. A. Cebul and W. D. Holden.—p. 828. 

Evaluation of Cancer Diagnosis at Teaching Metropolitan General Hos- 
pital, 1944 to 1950. I. S. Goldenberg and H. M. Lemon.—p. 835. 

New Intraluminal Vein Stripper. R. W. Zollinger and H. M. Gilmore. 
—p. 846. 

Lumbar Intervertebral Disc Surgery: Description of New Instrument, the 
Vertebrae Spreader. R. B. Cloward.—p. 852. 


Gastric Resection as Treatment of Gastroduodenal Ulcer.— 
Whereas most surgeons in Continental Europe consider gast- 
rectomy the best treatment for perforated peptic ulcer, the sur- 
geons of North America and Britain favor minor procedures 
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such as suture, or more recently only continuous aspiration, The 
authors list the reasons given by each of these Broups in sup. 
port of their view and then review their own observations on 
98 patients with perforations of peptic ulcers admitted to their 
clinic at the University of Athens between 1942 and 1951. Of 
this number, 56 were subjected to gastrectomy, with two deaths: 
in 39 simple closure was done, and there were 11 deaths. Three 
were treated only by continuous aspiration, and there was no 
fatality. The authors regard gastrectomy as the more logical 
operation, because its aim is curative rather than palliative. They 
also think that it is not true that a large number of patients are 
permanently relieved of ulcer by simple suture. Reports on 
follow-up studies on a large number of cases indicate that on), 
13.3% of patients treated by simple suture remain free of 
symptoms, the others either requiring continuous medical ang 
dietetic supervision or more extensive surgical interventions 
Gastrectomy when performed under suitable conditions has , 
relatively low mortality rate. The time factor receives serioys 
consideration from the authors, the provisions in the city of 
Athens being such that most patients with a perforated ulcer 
are hospitalized within the first few hours, before symptoms 
of peritonitis have set in. The patient’s general condition ang 
his age are of great importance; cardiopulmonary disorders, 
liver ailments or kidney lesions, a reduction of hemoglobin, o; 
hypoproteinemia are considered contraindications. The mor. 
tality rate of operations for perforations increases with age, par. 
ticularly in those over 55 years of age. These authors usually 
resect a large portion of the stomach (at least three-quarters), 
and they endeavor to obtain a good closure of the duodenal 
stump. They use a transmesocolic anastomosis, suturing a short 
loop of the Hofmeister-Finsterer type in three layers, with the 
subserous vessels of the stomach having been ligated previously. 
They generally omit drainage as useless, but aspiration with a 
Levin tube is used postoperatively when needed. 





































Texas State Journal of Medicine, Fort Worth 
48:731-790 (Nov.) 1952 


Diagnosis and Treatment of Hyperfunctioning Endocrine Tumors. M. P. 
; Kelsey.—p. 736. 
Diseases of Parathyroid Glands. L. Gregory Jr. and R. L. Gregory. 









Duodenal Obstruction in Infants. L. W. Able.—p. 748. 
Surgical Treatment of Duodenal- Ulcer. J. Powell and R. R. White. 







—p. 754. 

Prolapse of Gastric Mucosa: Its Diagnosis and Significance. W. T. Arnold. 
—p. 758. 

Regional Enteritis. M. O. Rouse, C. O. Patterson and H. A. Bailey. 
—p. 763 





*Peptic Ulcer in Children. A. Jenkins.—p. 768. 
Intestinal Lipodystrophy (Whipple’s Disease): Case Report. J. L. Wallace. 
—p. 771. 








Peptic Ulcer in Children.—By means of routine x-ray examina- 
tion of children with unexplained abdominal complaints during 
the past 12 years, Jenkins‘ has found 80 children with definite 
roentgenologic evidence of ulcer. In seven of these cases, the 
father-had a history of having been treated for ulcer, in one the 
mother had ulcer, and in one both father and mother gave such 
a history. The youngest patient was 4 years of age and the oldest 
14 years. The largest number were in the age group 8 to 12 
years. Boys predominated in the ratio of 8 to 1. These children 
did not conform to any particular body type. Some were thin, 
asthenic, undernourished, and what the parents were prone to 
call “nervous”; however, the nutritional status of the great ma- 
jority of the children was surprisingly good in view of the his- 
tory of abdominal pain and the disturbance of appetite and eating 
habits occasioned by pain and frequent nausea. The younger 
children oftenest showed generalized abdominal tenderness of 
moderate degree, with the greatest tenderness in the upper part 
of the abdomen. In the older children, the tenderness was almost 
always limited to the upper portion of the abdomen. In at least 
80% of the patients, the region of greatest tenderness was about 
half way between the umbilicus and the tip of the xiphoid proc? 
ess of the sternum. No diagnosis of peptic ulcer was made in 
this series without definite roentgenologic evidence. A few had 
shallow ulcers, but in most the ulcers were of the penetrating 
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type. The treatment of peptic ulcer in children is essentially 
the same as in adults. Rest, diet, antispasmodics, and neutraliza- 
tion of acid are still the basic factors in this treatment. Children 
respond more rapidly than adults, and a fairly full diet usually 


can be given in three to four weeks. 


v.s. Armed Forces Med. J., Washington, D. C. 


3:1581-1750 (Nov.) 1952. Partial Index 


Oxygen Vs. Oxygen-Carbon Dioxide in Resuscitation. D. B. Dill—p 1581. 
Thoracoabdominal Incision for Resection of Adrenal Tumors. R. M. 
Hood and E. H. Dickinson.—p. 1589. 

Experimental Location of Myocardial Infarction Using Radioisotopes. 
Ww. K. Yates.—p. 1597. . 

Liver Biopsy in Malaria. R. C. Hunter Jr. and J. A. Sheedy.—p. 1603. 
Epidemic Hemorrhagic Fever. C. J. Hornisher and T. W. Inmon.—p. 1615. 

‘Clinical Significance of Anti-Rh Antibody Determinations. W. L. Bond, 
E. T. Knowles and J. J. Engelfried.—p. 1621. 

Pseudomonas Aeruginosa Meningitis: Report of Case Treated with Terra- 
mycin. P. Troen and J. M. DiCaprio.—p. 1629. 

Histochemical Detection of Fatal Anticholinesterase Poisoning. A. D. 
Bergner and M. W. Bayliss.—p. 1637. 

Desmoid Tumor of Sacrospinalis Muscle. B. H. White and J. M. Miller. 
—p. 1649. 

*Primary Hyperlipemia. I. L. Hoffman and R. R. Grayson.—p. 1667. 

Syphilitic Aneurysm of Third Portion of Subclavian Artery. E. D. Erman. 
—p. 1673. 

Method of Determining Intramedullary Nail Size and Length. A. W. 
Spittler and J. J. Brennan.—p. 1679. 

Improved Apparatus for Intra-Arterial Transfusion. C. L. Meadows and 
R. L. Robertson.—p. 1693. 

Priapism in Sickle Cell Anemia. B. F. Chandler and E. L. Kehoe. 
—p. 1699. 

Repair of Cleft Palate and Columella with Tubed Skin Pedicle. J. Craw- 
ford, C. E. Horton and R. S. Oakey.—p. 1713. 

Management of Chest Injuries in Mobile Surgical Hospital. E. E. Rockey. 
—p. 1721. 

Laboratory Studies of Isonicotinic Acid Hydrazides in Tuberculosis. 
B. M. Wagner, D. M. Kuhns and M. H. Fusillo.—p. 1741. 


Clinical Significance of Anti-Rh Antibody Determinations.—Of 
2,678 women delivered at the Naval Hospital in Oakland, Cali- 
fornia, 331 were Rh negative. Of these, 190 were multigravidas, 
and 141 were primigravidas. Thirty-nine had Rh-negative hus- 
bands. Anti-Rh antibody determinations were performed on all 
the 292 women who were married to Rh-positive husbands at 
every prenatal visit, regardless of previous pregnancies or trans- 
fusions. After discussing the various types of anti-Rh antibodies 
and the procedure for the detection of anti-Rh antibody, the 
authors describe the histories of the 11 women who actually 
became sensitized. One of the two primigravidas in this series 
had received blood. The other gave no history of previous blood 
transfusion, but the intramuscular injection of blood during in- 
fancy could not be excluded. Only two of the sensitized women 
delivered normal infants. Of the nine infants with hemolytic 
disease, three were stillborn with hydrops. The mothers of these 
three had serum albumin agglutinins and blocking antibody 
titers of 1:256 or higher. The remaining eight mothers had 
titers of 1: 256 or less. Four of their infants required multiple 
or exchange transfusions. Only one infant died, and it might 
have survived if exchange transfusions had been performed im- 
mediately after birth. The significance of a single antibody de- 
termination is difficult to interpret. Repeated examinations are 
necessary to predict the possible presence of hemolytic disease 
in the infant. Even with repeated examinations, an accurate 
prognosis may be difficult, and the ultimate outcome of preg- 
nancy could not be definitely predicted on the basis of the anti- 
body determinations. 


Primary Hyperlipemia.—Primary hyperlipemia is relatively rare, 
only 19 cases having been reported in the literature. After re- 
Viewing the literature and briefly discussing the classification 
and etiology, Hoffman and Grayson present the case of a man, 
aged 20, who was hospitalized with a severe local reaction to 
a smallpox vaccination. The laboratory reported that a serologic 
test could not be performed, because the serum was opaque 
and milky. Repeated examinations of the eyegrounds failed to 
reveal evidence of lipemia retinalis, but the vascular light re- 
flexes of the retinal arterioles had greater breadth than is usually 
seen in a person 20 years of age. The other two ocular mani- 
festations of hyperlipemia (lipid interstitial keratitis and xan- 
thomas of the eyelids) were not present. Administration of 
antibiotics and soaks controlled his infection at the site of vac- 
cination, and the ulcer of the arm was eventually replaced by 
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firm scar tissue. This patient has been followed for six months 
since his hyperlipemia was discovered. There has been no change 
in the milky appearance of the blood serum in that time. The 
only factor that results in a decrease in the amount of fat in 
his blood is a low fat diet. The total cholesterol level was not 
much higher than normal when the clear portion of the blood 
serum was analyzed. When the mixed milky serum was analyzed, 
there was a marked increase in the cholesterol level. The prog- 
nosis is considered good. Premature arteriosclerosis probably 
does not occur in such patients. 


Virginia Medical Monthly, Richmond 


79:537-592 (Oct.) 1952 


The Beam in Our Eye. J. T. T. Hundley.—p. 539. 

Bilateral Polycystic Ovaries Associated with Sterility, Amenorrhea and 
Hirsutism. M. C. Andrews.—p. 544. 

Successful Treatment of Two Cases of Gold Dermatitis with Adreno- 
corticotrophic Hormone (ACTH) and Cortisone. R. N. Baylor and 
E. C. Toone Jr.—p. 549. 

Role of Cleft Palate Team. L. S. Leo —p. 554. 

Minor Defects of External Nose. W. L. Gatewood.—p. 559. 

Acute Fibrinous Bronchiolitis with Partial Pulmonary Atelectasis in 
Infant Eight Months of Age: Report of Case. R. Barnhart, C. McCue 
and P. P. Vinson.—p. 560. 

*Combined Nitrogen Mustard and Single Dose Irradiation Treatment of 
Lymphomata and Other Malignant Tumors. L. W. Rose Jr., H. S. G. 
Tucker Jr., S. Richman and J. P. Williams.—p. 562. 


Combined Use of Nitrogen Mustard and Irradiation in Malig- 
nant Diseases.—Since nitrogen mustard is useful in attacking 
Hodgkin’s disease diffusely throughout the body and irradiation 
has a potent effect on localized nodes, Rose and his associates 
decided to administer a single large dose of nitrogen mustard 
and follow this immediately by a single large dose of irradiation 
over one or more of the principal tumor sites. The 52 patients 
treated in this manner since September, 1948, included 26 with 
Hodgkin’s disease, 6 with lymphosarcoma, 10 with carcinoma 
of the lung, and others with rectal carcinoma, chondrosarcoma 
of the thigh, reticulum cell sarcoma, cerebellar medulloblastoma, 
teratoma testis, carcinoma of the larynx, and adenocarcinoma 
and mixed tumor of the parotid gland. While many of the pa- 
tients were severely ill, treatment was withheld if the patient 
was considered too ill to withstand the expected nausea and 
vomiting or if the white blood count was below 4,000. Severely 
anemic patients were given transfusions until the hemoglobin 
reached a level of 12 gm. or more per 100 cc. before treatment. 
Nitrogen mustard (methyl bis-beta-chloroethylamine hydrochlo- 
ride), 0.3 mg. per kilogram of body weight, was injected over 
a two minute period into the tubing of a running intravenous 
infusion. After this was given, irradiation was directed to one 
or more tumor sites. At first 600 r was applied to the estimated 
center of the neoplasm. Later this tumor dose was increased to 
800 r, and to 1,260 r in certain cases. The results obtained gave 
no clear answer as to whether the effect produced was greater 
than if either agent was given alone, but the clinical effects 
complement each other whether or not any summation occurs. 
The two agents can be combined with reasonable safety and 
without excessive destruction of bone marrow, provided leuko- 
penia is not present prior to treatment. The leukopenia produced 
in some instances suggests, however, that maximum tolerated 
doses are being approached. One important merit of this pro- 
gram is the shortening of the hospitalization. In many instances 
the patient may be discharged in a few days. This treatment is 
of greatest value in advanced Hodgkin’s disease. In lymphosar- 
coma and reticulum cell sarcoma the combined treatment may 
be of some value, and palliative effect may be obtained in certain 
cases of inoperable carcinoma of the lung, but results in other 
types of neoplasms were poor. 


West Virginia Medical Journal, Charleston 


48:347-376 (Dec.) 1952 


Cardiac Case-Finding Through Community X-Ray Surveys. H. C. Hunt- 
ley.—p. 347. 

Current Trends in Treatment of Pulmonary Tuberculosis. J. H. Skaviem. 
—p. 350. 

Radioactive Phosphorus Studies in Diagnosis of Ocular Tumors: Pre- 
liminary Report. A. E. Town.—p. 356. 


+ Shock, Its Early Recognition and Management. G. J. Thomas.—p. 359. 
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British Heart Journal, London 
14:429-562 (Oct.) 1952 


Lesser Electrocardiographic Signs of Cardiac Pain. W. Evans and 
€. McRae.—p. 429. 

Cardiographic Studies in Severe Pulmonary Emphysema. J. P. D. Moun- 
sey, L. W. Ritzmann and N. J. Selverstone.—p. 442. 

Cardiographic Diagnosis of Combined Ventricular Hypertrophy. A. Pag- 
noni and J. F. Goodwin.—p. 451. 

Comparison of Unipolar Leads Obtained with Methods of Wilson and 
Goldberger. K. Braun and A. M. Cohen.—p. 462. 

*Response of Arrhythmias and Tachycardias of Supraventricular Origin to 
Oral Procaine Amide. J. A. Schack, I. Hoffman and H. Vesell.—p. 465. 

*Procaine Amide in Control of Cardiac Arrhythmias. B. G. B. Lucas and 
D. S. Short.—p. 470. 

Congenital Heart Disease in One of Uniovular Twins. G. Wade.—p. 475. 

Significance of Direction of P Wave in Dextrocardia and Isolated Laevo- 
cardia. M. Campbell and G. Reynolds.—p. 481. 

Surgical and Pathological Anatomy of Mitral Valve. R. C. Brock.—p. 489. 

Anoxaemic Test for Coronary Insufficiency. R. W. D. Turner and E. V. 
B. Morton.—p. 514. 

Case of Ventricular Fibrillation. G. A. Gresham.—p. 527. 

Coarctation of Aorta. M. McGregor and M. Medalie.—p. 531. 

Coal-Gas Poisoning and Cardiac Sequelae. M. Hadley.—p. 534. 

Rupture of Interventricular Septum. B. Evans and W. F. Anderson. 
—p. 537. 


Procaine Amide Orally in Supraventricular Arrhythmia and 
Tachycardia.—The action of orally administered procaine amide 
on supraventricular disturbances of the heart beat was studied 
in 100 instances in 83 patients with organic heart disease, none 
of whom were under anesthesia for surgery. The drug was given 
according to the following schedule: a test dose of 250 mg., 
followed in one hour by a dose of 1 gm., with 1 gm. every four 
hours thereafter. If the arrhythmia was not abolished by the 
time 5 gm. had been given, the schedule was changed to 1 gm. 
every three hours. Administration was continued until the 
arrhythmia was abolished or some toxic effect was observed. 
Dosage was gradually reduced to 0.5 gm. every six hours dur- 
ing the 48 hours following the restoration of sinus rhythm. 
Quinidine sulfate, 0.4 gm. every two hours, was given orally 
to those patients in whom the arrhythmia could not be abolished 
with procaine amide; it, too, was given until conversion was 
secured or toxic effects appeared. The type and duration of the 
arrhythmia seem to be the principal factors influencing the 
response to procaine amide. Auricular fibrillation and auricular 
flutter of more than three years’ duration were resistant to the 
drug, while nodal rhythms were quite sensitive to it. The kind 
of heart disease present and its duration, the presence of con- 
gestive heart failure, and the influence of digitalis were all shown 
to have little effect on the response to the drug. Some auricular 
arrhythmias that were refractory to quinidine were abolished 
by procaine amide, and vice versa. Toxic effects caused by pro- 
caine amide included nausea, vomiting, malaise, weakness, 
marked diaphoresis, and profound prostration. Hypotension was 
not observed. Electrocardiographic changes were recorded and 
will be described later. The indications are that procaine amide 
taken orally may have a significant effect on supraventricular 
arrhythmias. 





Procaine Amide in Cardiac Arrhythmias.—Procaine amide was 
administered to 56 patients with various types of clinical 
arrhythmias, 28 patients undergoing cardiac catheterization, and 
24 patients undergoing direct heart operations, both prophy- 
lactically and to treat current attacks. Intravenous and oral routes 
of administration were employed, although in order to obtain 
unequivocal results the intravenous route was preferred. The 
dose did not exceed 1 gm. intravenously or 4 gm. daily by mouth. 
The only important toxic effects observed during this study were 
gastrointestinal disturbances and hypotension; no significant 
changes were seen in the electrocardiograms. Nausea and vomit- 
ing occurred in some of the 24 patients who received the drug 
orally for prolonged periods and were severe enough to necessi- 
tate its withdrawal in six. A fall in the blood pressure was fre- 
quently observed following intravenous administration; of eight 
patients receiving 0.75 gm. to 1 gm., three had a fall of between 
10 and 25%, and five of from 30 to 40%. There was no appar- 
ent correlation between speed of administraiion and hypotensive 


effect. Intravenous administration of procaine amide is safe pro-- 
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vided the hypotensive effect of large doses is kept.in mind, Th 
drug should be given cautiously in the presence of conduction 
defects; auricular standstill followed its administration in two 
patients with sinoauricular block. This study shows that Pro. 
caine amide is useful as a means of terminating Paroxysmal 
tachycardia, that its value in the prophylaxis of clinica] arrhy. 
thmias is limited, and that it has no value in the Prevention 
of the arrhythmias arising during mechanical interference with 
the heart. 


British Journal of Radiology, London 


25:561-616 (Nov.) 1952. Partial Index 


Radiological Diagnosis of Paragonimiasis with Report of Case. a 
Ross, W. E. Kershaw and A. C. Kurowski.—p. 579. ear 

Calcinosis, with Description of Case of Calcinosis Circumscripta. H. Hal. 
per.—p. 584, 

An Automatic Method of Studying Distribution of Activity in Source of 
Ionizing Radiation, W. V. Mayneord and S. P. Newbery.—p. 589, 
Technique for Intracavitary Radiation of Bladder. D. M. T. Cones and 

C. Gregory.—p. 597. 

Experimental Radiotherapy of Abdominal Cancer: II. Effect of Flavonone 
(Rutin) on Radiation Reactions. A. Cohen and L. Cohen.—p. 601. 
Further Observations on Pneumoconiosis in Radiator and Boiler Finishers 

L. Dunner and R. Hermon.—p. 606. 2 
Reduction of Radiation Dose in Chest Radiography. G. M. Ardran and 
H. E. Crooks.—p. 609. 





British Journal of Social Medicine, London 


6:205-268 (Oct.) 1952. Partial Index 


Statistical Theory of Prophylactic and Therapeutic Trials. IT. Methods of 
Operational Advantage. L. Hogben and R. Wrighton.—p. 205. 

Stature of Scotsmen Aged 18 to 40 Years in 1941. E. M. B. Clements and 
K. G. Pickett.—p. 245. 

Incidence of Neurosis Related to Maternal Age and Birth Order. A. Nor- 
ton—p. 253. 

Factors Influencing Sex Differences in Mortality From Respiratory Ty- 
berculosis in England and Wales. J. C. McDonald.—p. 259. 


British Journal of Tuberculosis, London 


46:193-264 (Oct.) 1952. Partial Index 


Influenza. W. H. Bradley.—p. 196. 

Pott’s Disease in South African Bantu Children: An Analysis of Results 
and Comparison with Lancashire Figures. C. J. Kaplan.—p. 209. 

Tuberculosis and Purpura. P. Ellman and J. H. P. Johnson.—p. 214, 

Diaphragmatic Herniation of Kidney. G. Cruickshank.—p. 223. 

Prognosis of Sarcoid Changes Associated with Erythema Nodosum. P. 0, 
Leggatt.—p. 225. 

Idiopathic Pulmonary Haemosiderosis. J. P. Corridan, P. F. Fitzpatrick 
and M. Curtin.—p. 228. 

Pulmonary Haemosiderosis in Mitral Stenosis: Report of Case with Pul- 
monary Arteriolar Necrosis. D. Weitzman and O, A. N. Husain, 
—p. 231. ° 

Segmental Atelectasis. F. E. Saxby Willis.—p. 235. 


British Medical Journal, London 


2:1059-1114 (Nov. 15) 1952 

Effect of A.C.T.H. and Cortisone Therapy in Blood Disorders. L. S. P. 
Davidson, R. H. Girdwood and H. T. Swan.—p. 1059 

Tracheotomy in Acute Obliterative Laryngotracheobronchitis. J. N. Briggs 
and J. R. Heseltine.—p. 1064. 

Acute Laryngotracheobronchitis in Children: Study of Incidence and 
Pathology. J. L. Emery.—p. 1067. 

Effect of Antibiotics on Tissue Cultures of Human Skin. C. N. D. 
Cruickshank and E. J. L. Lowbury.—p. 1070. 

*Exfoliative Cytological Control in Occupational Cancer of the Bladder. 
J. G. S. Crabbe.—p. 1072. 

Miliary Tuberculosis in Case of Acute Disseminated Lupus Erythematosus 
Treated with A.C.T.H. B. Walker.—p. 1076. 

Erythema Nodosum with Bilateral Hilar Gland Enlargement: Clinical 
Syndrome. L. Dunner and R. Hermon.—p. 1078. 


Cytological Control in Occupational Cancer of the Bladder.— 
Cancer of the bladder occurs frequently among workers em- 
ployed in the manufacture or use of dyestuffs intermediates. Jn 
some countries routine cystoscopy is done at intervals on ¢x- 
posed workers in order to detect tumors early enough to insure 
successful treatment, but in Britain routine cystoscopy has never 
been accepted by workers. Only when blood appears in the urine 
and the presence of a tumor is rendered probable will workers 
agree to undergo cystoscopy. The Papanicolaou smear technique 
for the detection of tumor cells has been applied to the urine 
of 1,000 workers in three dyestuffs factories. The smears in 
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16 cases were reported as suspicious or positive. In 19 the pres- 
ence of tumor was confirmed by cystoscopy, 3 were suspicious 
on cystoscopy, and 4 were false positives. There has been one 
false negative result. In six of these cases the diagnosis was 
confirmed by cystoscopy in the absence of hematuria or other 
signs of bladder disease. These cases demonstrate the great value 
of the cytological smear method. The presence of a tumor can 
be diagnosed on the appearance in a smear of a number of 
single cells, not necessarily arranged in clusters. The diagnosis 
of a tumor cell depends on a combination of cytological criteria 
and requires much training and experience. The smear method 
snould be applied in factories where there is reason to believe 
that the workers have been exposed to bladder carcinogens, but 
the search for microscopic hematuria should not be discon- 
tinued and both tests should be used in studies to detect tumors. 
By applying the smear technique in cases in which possible re- 
currence must be watched for, it may be possible to reduce the 
number of periodic review cystoscopies. It has already been pos- 
sible to reduce the number of first cystoscopies by about half 
in the factories referred to. 


Canadian Journal of Medical Sciences, Ottawa 


30:367-442 (Oct.) 1952. Partial Index 


Relation Between Joint Stiffness Upon Exposure to Cold and Charac- 
teristics of Synovial Fluid. J. Hunter, E. H. Kerr and M. G. Whillans. 
—p. 367. 

seamen in Canadian Eskimos: Laboratory Studies: III. Lansing 
Antibody Levels in Baffin Island Eskimos. E. M. Clark and A. J. 
Rhodes.—p. 390. 

Filter Paper Electrophoresis of Purified Diphtheria Toxoid. M. D. Poulik. 
—p. 417. 

oui Biological Effectiveness of 200 Kv. and 23.5 Mev. X Radiation. 
Ill. Regression of Mouse Tumors in Vivo. T. P. Ting and H. E. Johns. 
—p. 425. 

Effectiveness of 200 Kv. and 23.5 Mev. Roentgen Irradiation. 
—A number of transplanted mouse tumors (adenocarcinoma 
£0771 and sarcoma 37) were exposed to roentgen radiation at 
200 kv. and 23.5 mev. It was found that regression rate, as 
measured by the decrease in the total volume of the tumor, 
could be used as a measure of the effectiveness of radiation. The 
results of these experiments are in general agreement with those 
obtained earlier in this series with other biological indicators 
and indicate that the betatron radiation (23.5 mev.) is less effec- 
tive by a factor of 0.83. The decreased effectiveness of this radi- 
ation may be due to its lower specific ionization. 


Deutsche medizinische Wochenschrift, Stuttgart 


77:1373-1430 (Nov. 7) 1952. Partial Index 


Radioactive Isotopes in Medicine; Some Examples of Use of Artificial 
Radioactive Isotopes in Practical and Theoretical Medicine, with Par- 
ticular Consideration of Important Diagnostic and Therapeutic Prob- 
lems. H. W. Knipping, W. Maurer and A. Niklas.—p. 1373. 

Clinical Aspect of Osteitis Pubis. H. Jesserer and G. Scholda.—p. 1377. 

‘Additional Experiences with Irradiation to Pituitary in Patients with 
Malignant Exophthalmos. H. Sautter.—p. 1388. 

‘Treatment of Chronic Hepatitis and Cirrhosis of Liver with Liver Ex- 
tracts. H. Kalk and E. Wildhirt.—p. 1390. 

‘Surgical Treatment of Mitral Stenosis, P. Patronicolas.—p. 1396. 


Irradiation to Pituitary in Malignant Exophthalmos.—Toxic 
diffuse goiter and malignant exophthalmos are two independent 
diseases with a common cause, i. e., the increased production 
of anterior pituitary thyrotropic hormone. In thyrotoxicosis, the 
increased amount of thyroxin in the blood controls somewhat 
the production of thyrotropic hormone and the toxic effect on 
the content of the orbits remains within moderate limits. Con- 
sequently the degree of exophthalmos associated with toxic dif- 
fuse goiter never reaches that of malignant exophthalmos. In 
the latter, the control of the production of thyrotropic hormone 
is missing because the thyroid does not respond to stimulation 
by the pituitary. It is the pituitary that is responsible for the 
malignant exophthalmos, and therapy therefore has to be applied 
'o the hypophysial-diencephalic system and not to the thyroid. 
Roentgen irradiation was given to the pituitary in five patients 
with malignant exophthalmos. Of the five, two had thyrotoxi- 
cosis previously treated with methylthiouracil which had im- 
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proved the thyrotoxic manifestations but had resulted in a 
simultaneous rapid increase in the exophthalmos. Complete and 
rapid cure of the thyrotoxicosis and of the exophthalmos re- 
sulted from pituitary irradiation. The third patient, who also 
had thyrotoxicosis, submitted to thyroidectomy, which was fol- 
lowed by a slow increase in the exophthalmos. This process 
was stopped and subjective improvement resulted from pituitary 
irradiation. In the remaining two patients the tendency to the 
disease was more pronounced in the orbits than in the thyroid. 
Thyrotoxic symptoms were completely absent. The protrusion of 
the eyeball and the congestion of the conjunctiva and its vessels 
were improved considerably by irradiation to the pituitary. The 
technical factors of the irradiation treatment were as follows: 
180 kv., 1 ma., 0.5 mm. Cu, focal-skin distance 40 cm., field 
size 6 by 8 cm., and duration 3 minutes 5 seconds. Irradiation 
was applied first to the forehead, then to the left temple, and 
finally to the right temple; 150 or 200 r were employed per field. 


Liver Extract in Chronic Hepatitis and Cirrhosis of Liver.— 
Liver extract diluted 1:4 or 1:5 and combined with levulose 
was given for an average of 12 weeks to 44 patients with chronic 
hepatitis and cirrhosis of the liver. The diagnosis had been made 
with the aid of liver function tests and was confirmed by liver 
biopsy. Of the 44 patients, 31 were compensated, and 13 were 
not. Of the 31 compensated patients, 8 obtained excellent results, 
16 had satisfactory results, and 7 were therapeutic failures. Of 
the 13 uncompensated patients, 2 obtained excellent results, 
2 had satisfactory results, and 9 were therapeutic failures. Seven 
patients died, two of liver coma, two of hemorrhage, and two 
of intercurrent infection. While patients with acute hepatitis 
do not respond to intravenous injections of unpurified liver ex- 
tract, this method of treatment is indicated in cases of hepatitis 
with a prolonged course and with transition into the chronic 
stage and beginning cirrhosis of the liver. The best results will 
be obtained in patients in whom treatment is started early, i. ¢., 
in the initial phase of the invasion of the hepatic lobules by 
periportal infiltration with connective tissue. This dangerous 
phase may be demonstrated by liver puncture, the significance 
of which is emphasized. Prognosis is favorable in compensated 
cirrhosis, while considerable improvement of the unfavorable 
prognosis may be obtained only in rare cases of uncompensated 
cirrhosis. The maximum daily dose of the liver extract is 3 to 
4 cc. given for three to six months. Impairment of the liver 
cells with fatty degeneration threatens if larger doses are em- 
ployed or if treatment is continued for longer periods. Combined 
use of liver extract and levulose enhances the action of the first. 
The authors do not agree with the various American concepts 
of the mechanism of the effect of the liver extract; they believe 
that pteroylglutamic acid (folic acid) and vitamin Bis in addi- 
tion to the various autogenous liver cell enzyme systems may 
perhaps play an important part. 


Surgical Treatment of Mitral Stenosis.—Surgery was done for 
mitral stenosis in 24 patients at the d’Allaine’s surgical clinic 
in Paris; the finger fracture technique was successfully employed 
in 19 (80%), while commissurotomy with a knife on the index 
finger was required in the remaining 5 patients. Satisfactory or 
highly satisfactory results were obtained in 12 patients, and mod- 
erately good results in 5; 3 had been operated on only recently 
so that sufficient time has not yet elapsed for definite evaluation. 
Four patients died, one of septic endocarditis, one of unknown 
cause, one of a severe circulatory disturbance resulting from a 
preceding anastomosis between the azygos and pulmonary veins, 
and one of pulmonary embolism. The author considers surgical 
treatment combined with postoperative medical treatment the 
present method of choice for the management of mitral stenosis. 
The improved surgical technique considerably reduces the risk 
of the operation. Satisfactory results may be obtained in young 
patients whose blood dynamics have not yet been considerably 
impaired and in whom the stenosis has not yet caused organic 
damage and rigidity of the valves. Consequently, early interven- 
tion is imperative before chronic and permanent changes have 
occurred, although occasionally satisfactory results were also ob- 
tained in chronic cases with organic changes and cicatrized 
valves. 
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Fortschr. Rontgenstrahlen & Roéntgenpraxis, Stuttgart 
77:525-652 (Nov.) 1952. Partial Index 


Roentgen Diagnosis of Periarthrosis and Periarthritis. A. Leb.—p. 525. 

*Roentgenologic Symptoms of Vitamin D Intoxication in Children. 
W. Swoboda.—p 534. 

“Motor Segment” of Cervical Spinal Cord: Early Diagnosis of Loosening 
of this Segment. E. Muntean.—p. 553. 

Dystostosis Acro-facialis, a Correlated Malformation of Jaws and of 
Terminal Parts of Extremities. H. Weyers.—p. 562. 

Diagnostic and Therapeutic Use of Radioiodine (I**). W. Horst.—p. 567. 

Diagnosis of Pulmonary Cavities with Aid of Contrast Medium. K. We- 
geleben.—p. 582. 

*Serial Vasography of Kidneys. E. Vogler, E. Kahr and H. Holzer. 
—p. 594, 


Vitamin D Intoxication During Childhood.—aAt the time of the 
introduction of irradiated ergosterol the correct dosage was not 
well established and excessive dosage and its sequelae were com- 
paratively frequent. This form of intoxication causes a typical 
clinical picture. The general condition is greatly impaired, and 
there is lack of appetite, thirst, polyuria, vomiting, and emaci- 
ation. Occasionally there is cachexia and renal insufficiency, 
which may terminate in death. Although subjective symptoms 
referrable to the skeletal system are rare, roentgenologic mani- 
festations are the rule. Swoboda made systematic roentgen studies 
in 13 children with vitamin D intoxication. He found the follow- 
ing typical triad: abnormal calcifications in skeleton and soft 
parts, osteoporosis, and periosteal thickening. Each one of those 
signs may be found in various conditions, but their concurrence 
makes vitamin D intoxication highly probable. All roentgeno- 
logic changes can be traced to the action of vitamin D, but type 
of diet, absorption, and constitutional factors apparently play a 
part in the severity of the intoxication. 





Serial Vasography of Kidneys.—Roentgenographic visualiza- 
tion of the renal vessels by means of lumbar aortography was 
first described by Dos Santos and others in 1929. Vogler and 
associates regard this technique as the simplest and yet the most 
effective, but they carry it out under general anesthesia in order 
to avoid psychic shock. The needle (20 cm. in length) is intro- 
duced about 4 fingerbreadths to the left of the median line at 
the level of the second lumbar vertebra. Four to six roentgeno- 
graphic exposures are made during the procedure. The first is 
made after about 25 cc. of contrast medium has been injected 
and the later ones at intervals of 3 to 4 seconds. This form of 
serial vasography of the kidney is especially helpful in the diag- 
nosis of expanding lesions of the kidneys and in the retroperi- 
toneal cavity. It is necessary in segmental resection of the kidney 
for renal tuberculosis, in order to determine the vascular supply. 
Developmental anomalies of the kidneys also can be demon- 
strated by this method. In diffuse vascular diseases of the kid- 
neys this form of vasography should be performed only after 
a thorough clinical examination of the patient and particularly 
of the renal function. 


Glasgow Medical Journal 


33:381-424 (Oct.) 1952 

Myasthenia Gravis. A. Wilson.—p. 381. 

Endometrial Tuberculosis Treated with Para-Aminosalicylic Acid (PAS): 
Report of Case with Subsequent Pregnancy. S. Kullander.—p. 395. 

Tuberculous Pericarditis in Childhood: Report of Four Cases. R. A. 
Shanks.—p. 399. 

Eosinophilic Granuloma of Rib: Report of Case with Short Review of 
Literature. A. Lyall.—p. 404. 

*Continuous Oral Hexamethonium in Essential Hypertension: 
Experiences in Treatment. G. B. Shaw.—p. 410. 


Hexamethonium Treatment in Essential Hypertension.—Hex- 
amethonium has proved more useful and more popular than 
pentamethonium in the treatment of hypertension. This paper 
presents the results obtained with a parenteral test dosage in 
49 cases and with prolonged oral dosage in 33 out of 50 selected 
patients. All of these patients, when first seen, had troublesome 
symptoms and a diastolic pressure of at least 110 mm. Hg. 
With one exception, all were admitted to hospital for initial in- 
vestigation including a cardiovascular survey, assessment of 
renal function, exclusion, so far as possible, of unilateral renal 
disease, and the recording of changes in the eyegrounds. The 
patients were then classified into four groups according to Keith’s 
classification. No patient failed to show a fall in blood pressure 
in response to intramuscular injection of methonium. The prac- 


Further 
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tical value of a preliminary intramuscular test for patients sub. 
sequently to be treated by oral administration is doubtfy], Such 
a test only indicates sensitivity to methonium in a very general 
fashion. For continuous parenteral therapy frequent reco 
of blood pressure in the early stages of treatment is Necessary 
In the 33 patients in whom oral administration of hexame. 
thonium was continued for the long period, the condition of § 
deteriorated and 3 died. Two of those who died showed no ob. 
jective signs of control apart from slightly lowered blood pres. 
sure, the progress of the disease being apparently unchecked 
The conditions of five patients were judged to be improved on 
that they could be reclassified as having less severe disease 
Examination of the eyeground showed some improvement is 
6 cases, exacerbation in 4, and no change in 23 cases. It appears 
that oral hexamethonium therapy is more likely to relieve symp- 
toms than to improve the general condition or the prognosis, |p 
addition, side-effects, particularly gastrointestinal disturbances, 
require cessation of therapy in many cases. 


rding 


Journal of Endocrinology, London 


8:275-410 (Oct.) 1952. Partial Index 


Mechanism of Chromatophorotrophic Effect of ACTH. F. G. Sulman 
—p. 275. 

Changes in Thyroid Activity at Low Atmospheric Pressures and at High 
Altitudes, as Tested with ™I. F. Verzar, E. Sailer and V. Vidovic, 
—p. 308. 

Action of Thyrotrophic Hormone and Cortisone on Uptake of by 
Thyroid Gland. F. Verzar and V. Vidovic.—p. 321. 

Stress and Epidermal Mitotic Activity: II. Effects of Sex Hormones, 
W. S. Bullough.—p. 365. 

Observations on Foetal Growth in Multiple Pregnancy in Man. T. Mc. 
Keown and R. G. Record.—p. 386. 


Journal of Mental Science, London 
98:515-774 (Oct.) 1952 


Concentration of Adrenaline-Like Substances in Blood During Insulin 
Hypoglycaemia. H. Weil-Malherbe and A. D. Bone.—p. 565. 

*Narcolepsy: Brief Critical Review and Study of Eight Cases. D. A. Pond. 
—p. 595. 

Clinical and E.E.G. Aspects of Psychiatric Disorders Associated with 
Tetany. D. S. G. M. Bailey, J. F. Donovan and A. J. Galbraith. 
—p. 618. 

Response of Neurotic Personality to Abreaction. A. Hordern.—p. 630. 

*E.E.G.S. of the Relatives of Schizophrenics. G. H. A. Chamberlain and 
J. G. Russell.—p. 654. 

Diagnostic Significance of Certain Tests of Carbohydrate Metabolism in 

. Psychiatric Patients and Question of “Oneirophrenia.”” W. Mayer-Gross 
—p. 683. 

Preliminary Investigation into Abreaction Comparing Methedrine and 
Sodium Amytal with Other Methods. F. Houston.—p. 707. 

Electroencephalogram in Aged Patients of Mental Hospital. W. McAdam 
and W. T. McClatchey.—p. 711. 


Narcolepsy.—Narcoleptic seizures are often associated with 
other symptoms, the most frequent being attacks of loss of tone 
and power, called cataplexy. Night sleep is often disturbed by 
periods of wakefulness and bad dreams. During the phases of 
going to sleep or waking up, temporary paralysis of the muscles, 
without disturbance of consciousness, and hallucinatory epi- 
sodes of all sense modalities sometimes occur. These phenomena 
apparently represent a dissociation of the motor, sensory, and 
central components of sleep. Controversial aspects are the re- 
lationship of the seizures to epilepsy, the “somatic constitution” 
of the narcoleptic patient, and the nosological status of narco- 
lepsy. This report is concerned with eight narcoleptic patients: 
6 had histories typical of “idiopathic” narcolepsy, one was defi- 
nitely postencephalitic, and another of late onset was possibly 
arteriosclerotic in origin. Blood cell counts, blood cholesterol 
levels, basal metabolic rate, electroencephalographic records, 
and the effects of intramuscular atropine, epinephrine, and pilo- 
carpine were investigated. Sinus arrthymia was looked for. These 
and other investigations showed only doubtful evidence for the 
presence of vagotonia. A low average basal metabolic rate was 
the most notable metabolic abnormality. The patterns of sleep 
seem to be identical in normal subjects and in narcoleptic patients. 
No evidence for epilepsy was obtained. The patients were ad- 
mitted for special study and psychiatric histories were obtained. 
In addition, intelligence and Rorschach tests were done. The 
homes of all were emotionally disturbing, but none of the pa- 
tients showed neurotic traits or behavior disorders. The intelli- 
gence levels were above average. Although laughter is th: 
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commonest emotional state inducing cataplectic seizures, other 
interesting conditions were mentioned. The Freudian theory of 
Jgughter is that it is a socially acceptable form of aggression, 
and it appears that psychologically comparable situations of con- 
spicuous self-assertion may act as triggers to cataplexy, the 
symptom in itself effectively frustrating the intended act. The 
gorschach tests were mainly indicative of a colorless, restricted 
emotional life and obsessional trends without tension. The name 
narcolepsy is unfortunate, not only because it suggests unjusti- 
fable associations with epilepsy but also because it accentuates 
the sleep attacks with relative neglect of the many other clini- 
cal phenomena shown by the majority of patients with narco- 
leptic seizures. The presence of both physiological and psycho- 
logical changes in the same patient shows that it is untenable 
9 divide narcolepsy into “organic” and “psychogenic” forms. 


Electroencephalograms of Relatives of Schizophrenics.—It has 
been demonstrated that a large percentage of schizophrenic pa- 
tients have abnormal electroencephalograms. In order to obtain 
more information about the hereditary background of schizo- 
phrenia, electroencephalographic records were made in 45 schizo- 
phrenic patients and their near relatives. Electroencephalograms 
could be obtained from 45 of the 56 siblings of these patients 
and from 46 of the 90 parents. The other 44 parents were either 
dead (27), had deserted their families, or were ill or senile. 
Forty-three members of the hospital staff served as controls. 
There were somewhat more electroencephalographic abnormali- 
ties in the near relatives of schizophrenic patients than would 
be expected for the whole population. The rate of electro- 
encephalographic abnormalities in the patients themselves was 
comparable to that detected by other investigators in schizo- 
phrenic groups. The age of the control group approximated that 
of the sibling population, and the incidence of abnormality 
among the siblings was significantly greater than that of the 
control group. Furthermore, the siblings of patients with ab- 
normal records showed a much higher incidence of abnormality 
than the siblings of patients whose records were normal. The 
results seem to indicate that the pattern of the electroencephalo- 
gram in a case of schizophrenia is to some extent determined 
by hereditary factors. The exact type of abnormal pattern did 
not appear to be familial in the cases studied, but a basic dys- 
thythmia does seem to be often encountered in families in which 
the schizophrenic member has an abnormal record. Presumably 
in some respects the situation is similar to that in epilepsy. The 
importance of hereditary factors in determining the electro- 
encephalogram of a patient has been recognized in other neuro- 
psychiatric conditions, such as in Huntington’s chorea and in 
aggressive psychopathy. 


Lancet, London 


2:895-944 (Nov. 8) 1952 

Opportunity and the Universities. G. W. Pickering.—p. 895. 

Effect of Hexamethonium Bromide on Cardiac Output and Pulmonary 
Circulation. H. R. Gilmore, H. Kopelman, J. McMichael and I. G 
Milne.—p. 898. 

Management of Coeliac Disease. W. Sheldon and D. Lawson.—p. 902. 

Relative Nocturnal Polyuria as Factor in Enuresis. E. M. Poulton. 
—p. 906. 

Milontin: New Drug in Treatment of Petit Mal. J. G. Millichap.—p. 907. 

Gastrojejunocolic Fistula Following Gastrojejunostomy for Infantile Py- 
loric Stenosis. R. Maingot.—p. 910. 

Complementary Activity of Blood in Acute Nephritis with Special 
Reference to Prognosis. C. E. Kellett.—p. 911. 


Minerva Medica, Turin 
43:603-630 (Oct. 8) 1952. Partial Index 


Palmar and Plantar Xanthochromia in Clinical Picture of Acute and 
Chronic Rheumatism. T. Lucherini and E. Cecchi.—p. 603. 

Clinical Observations on Action of Extract of Total Heart on Myocardial 
Circulation. R. Storti—p. 605. 

Electrocardiographic Modifications Caused by Changes of Blood Potas- 

‘ sium Level in Normal Persons. E. Cugudda.—p. 609. 

Measurement of Isoniazid in Blood and Spinal Fluid of Children. 
C. Vullo.—p. 614. 


Blood and Spinal Fluid Concentrations of Isoniazid.—The con- 
centrations of isoniazid (isonicotinic acid hydrazide) in the blood 
and spinal fluid of children who were being treated with the 
drug were studied. Its blood values were determined after oral 
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administration of from 3 to 6 mg. of the drug per kilogram 
of body weight given in three divided doses every four hours. 
One hour after administration of the first dose, the concentra- 
tion in the blood ranged from 4.42 to 17.5 ug per cubic centi- 
meter. In four of six children the concentration was propor- 
tional to the dose given. Four hours after administration of the 
second dose the values had increased in five children; however, 
12 hours after administration of the third dose the drug had dis- 
appeared entirely from the blood. The levels in the spinal fluid 
were determined after intrathecal administration of 1 mg. of 
the drug per kilogram of body weight and after oral adminis- 
tration of from 3 to 12 mg. per kilogram daily. After intra- 
thecal administration of even small doses, the levels in the fluid 
were high, but they diminished gradually so that 24 hours 
later the drug had disappeared from the fluid of one child and 
was present in only small quantities in two others. After oral 
administration the concentrations were much lower. No relation- 
ship could be established between the activity of the tuberculous 
process and the rapidity with which the drug disappeared from 
the fluid. When Myco. tuberculosis develops resistance to iso- 
niazid, administration of the drug in doses that would enable 
an effective concentration in the blood is difficult. It may be 
possible to attain such concentrations by intrathecal administra- 
tion, however, since concentrations up to 100 ug per cubic centi- 
meter in the fluid have been tolerated and this is the highest 
concentration to which the bacilli have shown resistance. 


43:733-760 (Oct. 22) 1952. Partial Index 


Hemodynamic and Coronary Changes Produced in Dog by Modifications 
of Cerebral Circulation. G. Mucio, P. Trivella and A. M. Michelazzi. 
—p. 733. 

Oral Administration of Protein Hydrolysates in Surgery. M. Fantino, 
E. Perazzo and D. Riffero.—p. 739. 

*Parenteral Use of Chloramphenicol (Chloromycetin®). P. Zoboli.—p. 742. 


Parenteral Use of Chloramphenicol.—The slight solubility of 
chloramphenicol has been an obstacle to its parenteral admin- 
istration. Propylene glycol has been used as a solvent, but 
parenterally this has a pronounced painful local effect and 
intravenously it-causes thrombophlebitis. In an attempt to find 
solvents that were less toxic and less viscous, the author ad- 
ministered chloramphenicol intramuscularly in various vehicles 
to four groups of five male rabbits each. The first group re- 
ceived 25% chloramphenicol in a 50% solution of diethyl- 
acetamide; the second group, 12.5% chloramphenicol in a mix- 
ture of 25% diethylacetamide and 75% §-phenoxyethanol; the 
third group, 10% chloramphenicol in propylene glycol; and the 
fourth group, 15% chloramphenicol in water containing 0.5% 
of acacia. Blood specimens were taken from the jugular veins 
of all the animals every hour during the following 24 hours, 
whereas urine specimens were taken every 1 to 3 hours for 48 
hours. High blood levels of chloramphenicol were found in the 
first three groups after 30 to 40 minutes, the greatest concen- 
tration (18 to 21 ug per cubic centimeter) occurring after one 
hour. Although these levels decreased gradually, therapeutic con- 
centrations were maintained for as long as six to eight hours. 
The drug persisted longer in the blood in the animals of the 
first two groups, lasting almost as long as if the drug had been 
given orally. There was not a pronounced difference in the 
urinary elimination of the drug in the four groups. The maxi- 
mum levels were reached after three hours, remained elevated 
until the sixth and seventh hour, and gradually decreased there- 
after. Large quantities of the drug were still eliminated after 
24 hours. There were no deaths. However, the animals that re- 
ceived the antibiotic in propylene glycol had painful reactions, 
whereas those that received it in diethylacetamide and 8-phenoxy- 
ethanol did not show signs of immediate intolerance, and the 
mild manifestations of irritation disappeared entirely in a few 
days. The author administered chloramphenicol parenterally in 
these two solvents to surgical patients, and he reports less com- 
plications to the digestive apparatus than when the drug was 
given orally. He suggests that with oral administration of the 
drug, its good effects on the entire intestinal bacterial flora are 
attenuated. He therefore advocates parenteral administration of 
chloramphenicol in these two solvents, especially to those patients 
in whom oral administration is contraindicated. 
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Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 
96:2657-2720 (Oct. 25) 1952 


Structural Analytic Review of Hysteria and Depersonalization on Basis 
of egy of a Patient with a Hysterical Disorder. J. Mees ten Oecever. 
—p. 2670. 

*Complications of Intracutaneous BCG Vaccination of Newborn Infants. 
J. I. de Bruyne, S. van Creveld, J. R. Prakken and M. R. H. Stoppel- 
man.—p. 2675. 

Epidemic of Malaria in a Home for the Aged in the Netherlands. J. H. 
van Soest and P. H. van Thiel.—p. 2681. 

Final Results of Osteosynthesis of Fractures of Neck of Femur by Means 
of the Method of Smith-Petersen-Johansson. K. Oosterhuis.—p. 2683. 
Value of Natural Drainage in Treatment of Pulmonary Abscess. G. A. 

Gussenhoven.—p. 2690. 


Complications from Intracutaneous BCG Vaccination.—Since 
1951 infants born at the Wilhelmina Hospital in Amsterdam 
have been given BCG vaccine intracutaneously. Parental consent 
is asked and is rarely refused. Prematurely born infants are 
not vaccinated until they have reached a weight of 2,600 gm. 
The intracutaneous vaccination was preferred to the oral, be- 
cause it was assumed that the intracutaneous method permitted 
a more exact dosage. After commenting on some literature re- 
ports concerned with the methods and results of BCG vaccina- 
tion, de Bruyne and associates described their own experiences 
with BCG vaccination. Three months after vaccination the in- 
fants were reexamined and control tuberculin tests were made. 
The vaccine used contained 0.33 mg. of bacteria per cubic centi- 
meter. In the first 809 infants 0.1 cc. of this vaccine was injected 
into both upper arms. Of the 592 of this number who were 
reexamined, 165 had moderate swelling of the lymph nodes and 
in 78 of these one or more lymph nodes broke down, but the 
general condition of these infants was not impaired. Subse- 
quently the dose of vaccine was reduced to 0.05 and later to 
0.03 cc. With these smaller doses complications were much less 
frequent, but the tuberculin reaction still became positive. In 
five infants and in a 21-year-old medical student skin lesions 
that developed in the area of the intracutaneous vaccination 
resembled lupus vulgaris lesions. Exanthems resembling tuber- 
culids were also seen in some infants. Since lymphadenitis, 
tuberculids and even mastoiditis have also been observed after 
oral administration of BCG, the authors feel that the frequency 
of complications is the result of the size of the doses rather 
than of the mode of application. 


Revue de la Tuberculose, Paris 
16:749-906 (No. 9) 1952. Partial Index 


Variations in Degree of Allergy with Reference to Methods of Vaccina- 
tion and Doses of BCG. A. Frappier, R. Guy and R. Desjardins. 
—p. 749. 

Late Results of 282 Extrapleural Pneumothorax Procedures. P. Le Foyer, 
A. Garnier and P. Moriceau.—p. 763. 

Doctrine of Primary Complex in the Past and at Present. C. Costantini. 


—p. 804. 

*Statistical Conclusions on Efficacy of BCG Vaccination During 25 Years 
in Greece. M. E. Perdicologos.—p. 816. 

Some Clinical Aspects of Conjugal Pulmonary Tuberculosis. P. Laval. 


—p. 823. 


Efficacy of BCG Vaccination in Greece.—The prevalence of 
tuberculosis in Greece, where there are now 200,000 cases of 
active pulmonary tuberculosis, makes the danger of infection 
very great, especially for children. The majority of the patients 
are cared for at home, in deplorable living conditions, and a 
synchronized antituberculosis campaign cannot be organized 
under existing conditions. Statistics based on experience with 
BCG vaccination during the last 25 years prove the efficacy 
of this procedure in producing immunity from tuberculosis. 
Since the use of BCG vaccine was started in Greece in 1925, 
28,903 newborn infants and children up to 20 years of age have 
been vaccinated in the antituberculous centers of the Greek Red 
Cross, and 11,764 have been revaccinated at various times. All 
methods—oral, subcutaneous, intramuscular, cutaneous scari- 
fication, and multiple pricking (Rosenthal)—have been em- 
‘ployed. Cutaneous scarification is the only method now used, 
because it has produced the best results. The persons vaccinated 
have been followed closely and continuously throughout the 
years. No complications have occurred, demonstrating that BCG 
vaccine is harmless. The incidence of tuberculosis was 1.7% 
in the vaccinated persons and 4.1% in the nonvaccinated per- 
sons. There was no mortality caused by tuberculosis in the vac- 
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cinated group, and 10.4% mortality for the nonvac 
group; the mortality rates from all causes for these two 
were 12.6% and 21.6% respectively. Careful €xaminations o 
children with known tuberculous contacts showed that Proph 
lactic BCG vaccination is an effective method of preventin 
tuberculosis. me 
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Considerations in Treatment of Osteoarticular Tuberculosis, p 
Marchant.—p. 3175. 

*Treatment of Paraplegia in Pott’s Disease. Based on 30 Years’ 
ence. M. Galland.—p. 3180. 

Has Orthopedic Treatment of Congenital Dislocation of Hip Faileg 
J. Fouchet.—p. 3191. " 

*Streptomycin and Tuberculous Pus. R. Froyez and H. Froyez-Roederer 
—p. 3194. , 

Results of Conservative Treatment in Nondestructive Tuberculous Arty: 
tis of Knee in Children. R. de Cagny and J. Giret.—p. 3196 ’ 
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Treatment of Paraplegia in Pott’s Disease.—Paraplegia jg |y. 
coming the principal cause of death in Pott’s disease (tuber. 
culosis of vertebra), now that deaths due to meningitis or se. 
ondary infection have been virtually eliminated by the use 
penicillin and streptomycin. Successful treatment of paraplegi, 
depends on a correct understanding of the type of compression 
to which it is due, whether inflammatory, as in most case, 
osseous, or pachymeningitic. The rare cases in which compres 
sion cannot be demonstrated are unexplained but may be th: 
result of vascular disturbances. Experience shows that paraplegia 
will yield to immobilization in extension, or traction in 80% 
of cases; if it still persists at the end of the third month, a 
attempt should be made to drain the abscess anterior to the 
spinal cord by antemedullary puncture. This is accomplished 
by passing a curved trochar through the intervertebral foramen 
and passing its point along the anterior wall of the spinal canal 
until it reaches the abscess. This will usually be successful ip 
55% of the cases in which it is used. It should not be carried 
out above the 3rd dorsal vertebra or below the 11th; within 
these limits, it is innocuous and easy to execute. Costotransver. 
ectomy may prove useful in cases in which paraplegia persists 
after two months’ trial of antemedullary puncture. Removal of 
the costal head will have an immediate and spectacular result 
if an abscess is present; if none exists, the cause of the com- 
pression must be further investigated by means of laminectomy. 
This procedure in itself does not produce decompression, be- 
cause the laminae are not usually in contact with the medulla, 
but it provides a good approach and facilitates the removal of 
sequestra or even of areas of pachymeningitis. Prompt action 
is required to prevent the medullary lesions from becoming ir- 
reversible. Intervention should never be considered useless; even 
severe, long-standing conditions may be corrected, and pro 
cedures involving the meninges can now be safely carried out 
under the protection of streptomycin. 






































Streptomycin and Tuberculous Pus.—Failures are regularly en 
countered when streptomycin is used in treating tuberculous 
abscesses; cases have even been reported in which, for example, 
a tuberculous abscess of the hip with streptomycin-sensitivt 
bacilli persisted during streptomycin therapy while a coexisting 
meningitis was cured. Such an occurrence can only be explained 
by some local cause such as the presence of pus. Studies matt 
in vitro to determine the effect of pus on cultures of streptomy- 
cin-sensitive Koch bacilli brought into contact with streptom)- 
cin showed that its action was completely inhibited in | 
instances, greatly reduced in 8, and normal in only 6 (25% @ 
the total). Efforts to account for the inhibiting effect of pw 
on the basis of its acidity are not convincing, because even a 
an alkaline pH of 8.5 it inhibits streptomycin, and cerebro 
spinal fluid and pleural effusions of a similar pH have no such 
effect. The mechanical factor represented by the presence of 
caseation necrosis offers a more probable explanation: the mort 
caseous the pus the less the efficacy of the streptomycin. Ant 
biotic treatment of an osteoarticular tuberculous focus with a- 
scess formation should be both general and local, preceded by 
thorough evacuation of pus, either surgically or by continuows 
aspiration, from the abscess cavity. Repeated local applicatio 
of streptomycin will then inhibit the growth of the bacilli and 
prevent the re-formation of pus. 
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BOOK REVIEWS 


New and Nonofficial Remedies Containing Descriptions of the Articles 
which Stand Accepted by the Council on Pharmacy and of the 
american Medical Association on January 1, 1952. Issued under direction 

4 supervision of Council on Pharmacy and Chemistry, American Medi- 
“ Association. Cloth. $3. Pp. 838. J. B. Lippincott Company, 227-231 S. 
sith St., Philadelphia 5; Aldine House, 10-13 Bedford St., London, Wil2; 
83 Guy St., Montreal, 1952. 


Through the years, this book has continued to present to the 
medical profession descriptions of valuable therapeutic agents 
«yrrently available. For inclusion of a product in “New and Non- 
ficial Remedies” the manufacturer mus’ present the material 
and data required under the rules of the Council on Pharmacy 
and Chemistry, which are in turn impartially considered by the 
jistinguished group of physicians and other scientists who serve 
js members of the Council. In the present volume, as in previous 
volumes, the general statements under which the products are 
grouped, as well as the descriptions of the products, have been 
carefully reviewed and brought up-to-date. 

Comparing the present volume with the 1942 edition one finds 
that in the former the “Index to Distributors” lists 114 maru- 
facturers and the present volume lists 178. The number of prod- 
ycts listed under the names of such old and established firms 
ys Abbott Laboratories, Eli Lilly and Company, Lederle Labo- 
ratories Division, Merck & Co., Inc., and Winthrop-Stearns, Inc., 
is much smaller than it was in the 1942 volume. This is prob- 
ably accounted for by the fact that in recent years the Council 
has made an effort to exclude from the volume products that 
have been included for more than 20 years or that have been 
oficial for that period. This is done on the assumption that such 
agents are well known enough not to require detailed descrip- 
tion. The names of those agents that are still useful are found 
in the index to the present volume, with reference to the last 
volume in which they appeared. The increase in the number 
of firms having products accepted by the Council apparently 
means that many more firms are discovering the fact that 
acceptance of products for inclusion in this book is commer- 
cially profitable; in other words, physicians, generally, are be- 
coming accustomed to looking to this book for guidance in the 
choice of materia medica. 

A significant difference noted between the prefatory material 
of 10 years ago and that of today is the greater elaboration 
of the comments devoted to the Council’s rules and the detailed 
instructions concerning proper procedure for products to be pre- 
sented to the Council for consideration. A new chapter, “Skeletal 
Muscle Relaxants,” has been added, under which are listed 
curare, dimethyl-tubocurarine iodide, tubocurarine chloride, and 
mephenesin. This represents a segregation of some material al- 
ready included in the book and its inclusion with new mono- 
graphs for more recently accepted agents. Among the 
preparations represented by new monographs are corticotropin; 
hyaluronidase; chlorcyclizine hydrochloride, methapyrilene hy- 
drochloride, and diphenhydramine hydrochloride, antihistaminic 
agents; cyclopentamine hydrochloride, a sympathomimetic agent; 
and ethyl biscoumacetate, an anticoagulant. 


Studies in Visual Optics. By Joseph I. Pascal, B.S., M.A., M.D., Direc- 
tor of Eye Department, Stuyvesant Polyclinic, New York. Cloth. $12.50. 
Pp. 800, with 138 illustrations. C. V. Mosby Company, 3207 Washington 
Blvd., St. Louis 3, 1952. 


With a background of some 40 years spent in teaching visual 
optics and in the practice of refraction, the author has assessed 
the learning difficulties of the average student and has prepared 
a comprehensive reference book on the field of applied physio- 
logical optics that answers clearly all the questions that come 
to the average practitioner in his daily work. Physiological optics 
's a mathematical science that is the basis of visual function, 
including single and binocular vision, fusion, ocular motility, 





The reviews here published have been prepared by competent authorities 
= 4 not represent the opinions of any official bodies unless specifically 
ed, 


refraction anomalies, and related sensory phenomena such as 
orientation, balance, and space consciousness. Mathematical 
formulas are not easily remembered by the average practitioner 
in the broad field of eye care, and their application to the solu- 
tion of refraction difficulties may be left to the producers and 
dispensers of optical instruments. The author has consistently 
simplified useful formulas by explanations, definitions, examples, 
and schematic and graphic presentation of things that are other- 
wise just nebulous ideas. He has chosen topics that he felt needed 
clarification, new interpretation, and amplification. 

Lenses, ophthalmic calculations, refractive errors, orthoptic 
exercises, contact lenses, visual fields, and many other subjects 
that pertain to the function of vision are discussed. The author 
proceeds on the assumption that the time spent in clarifying 
basic concepts is time well spent and that, for clarity of thought 
in visual optics or in other sciences, one must have clear-cut, 
meaningful definitions. These he has supplied and illustrated 
remarkably well, in the simplest terms. The order of presenta- 
tion necessitates some interruption of sequence, particularly in 
the discussion of lenses, but the simplest things are presented 
first, and, eventually, the complicated problems are solved 
through information given in previous chapters. 


While the book contains references that are easily found, it 
should be read from cover to cover. Many of the items of in- 
terest are treated in an unorthodox manner, and teaching devices 
peculiarly the author’s own are utilized to clarify technical 
situations and to aid in memorizing fundamental data. In the 
chapter on graphic study of ocular muscles, he presents his 
benzene ring scheme of illustrating the functions of the extra- 
ocular muscles. One chapter is devoted to the charting of diplopia 
fields from the benzene ring. Other schemes are also fully ex- 
plained, leaving the reader to choose any one, or better two 
or more, schemes for checking purposes. The appendix contains 
signs, definitions, glossary of terms, symbols, and abbreviations 
arranged alphabetically for easy reference. The bibliographic 
references fill 15 pages. The book is unique in its content, style, 
and objective. It comprises the facilities of a textbook, a refer- 
ence volume, and a practical handbook for students and prac- 
titioners. Anyone engaged in any of the visual arts and sciences 
should have a copy of this book on his desk for daily use. 


Personality and the Frontal Lobes: An Investigation of the Psychological 
Effects of Different Types of Leucotomy. By Asenath Petrie. With fore- 
word by David Shakow. Cloth. $7. Pp. 188, with 5 illustrations. Blakiston 
Company (division of Doubleday & Company, Inc.), 1012 Walnut St., 
Philadelphia 5, 1952. 


The author, working at St. George’s Hospital in London, ex- 
amined more than 50 patients who had been subjected to leu- 
kotomy, more commonly known in the United States as lobot- 
omy. The study consisted of the use of a series of psychological 
examinations conducted on each patient before the operation 
and three and nine months after it. All the operations were per- 
formed by one surgeon, and a standard, bilateral closed in- 
cision was used in 27 cases, a more rostral, open procedure in 
15 cases, and a unilateral approach in 8. The patients were of 
a superior class, in contradistinction to most patients previously 
studied by other workers. Although they were not deteriorated 
psychotics, they showed severe neurotic reactions, such as ob- 
session, depression, anxiety, or the hysterical states. Many had 
been skilled workers, one a teacher, and another a minister; 
and among the others were a bank cashier, a manager of an 
insurance company, an optician, a bookseller, two stenographers, 
and several housewives. The cases studied were of such a type 
that reliable information could be gathered by psychological 
techniques, for evaluating the temperament, character, and in- 
dividual aspects of the personality of each patient. The methods 
used for the psychological testing are given in detail, as are 
some illustrative case histories and the statistical tables used 
in the compilation of this excellent study. Of the 27 patients 
operated on by the standard technique, only one could be con- 
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sidered in a worse condition after the operation, and many were 
so improved that they were able to resume their former occu- 
pations. Further data are given on the effects of a more anterior 
incision into the frontal lobes. The results were not so success- 
ful as those produced by the standardized procedure. 

In general, the study points out the value of lobotomy, par- 
ticularly to patients who have not become deteriorated from 
prolonged or severe mental disease. Alterations in personality, 
effected by the operation, are in the particular field of man’s 
relationship to society. Patients became more satisfied with them- 
selves, with their capacities, and even with their habits of living. 
Life, for these patients, involved less preoccupation with per- 
fectionism. This relaxation in standards was often favorable to 
patients who had become self-conscious and overanxious about 
their earlier lives. It would appear advisable to have further 
studies of the same patients by the same psychologist at a longer 
postoperative interval of time, in order to judge the permanency 
of the alterations in their personalities. In some patients there 
was too much change of personality; in others, not enough. 
Both the patients and the subject of optimal operative levels 
need more study, in order to avoid the less desirable effects. 
The time factor, too, is variable; some patients showed the 
most change in 3 months, while others experienced more accen- 
tuated deviations in 9 months. The most favorable location of 
the frontal lobe incision is a more obscure factor. In the more 
anterior or rostral operation, the orectic pattern was unchanged, 
when compared with the results from the standard incision, but 
no intelligence loss was noted. This may be a desirable feature 
in some patients. In right-handed persons, the left unilateral 
operation contributed most, and the results were often indis- 
tinguishable from those obtained after a bilateral exposure. 
Possibly an incision halfway between the two used might give 
even better and more uniform results. 

These and many other aspects of the problem of evaluation 
of frontal lobotomy require further study. As the author points 
out, psychological examination of the patient by a single worker 
is not sufficient. Assessment by the employers, the relatives, and 
by the patients themselves would add invaluable data. This 
book, however, places such a study a step further, for the work 
accomplished is both sound and illuminating. The book is com- 
plete with descriptions of the operations used, statistical tables, 
examples of patients’ reactions, case histories, a review of the 
relevant literature, a bibliography, and an index. 


The Esophagus and Its Diseases. By Eddy D. Palmer, M.D., F.A.C.P., 
Lieutenant Colonel, Medical Corps, United States Army, Chief, Gastro- 
intestinal Section, Walter Reed Army Hospital, Washington, D. C. Cloth. 
$15. Pp. 553, with illustrations by Phyllis Anderson. Paul B. Hoeber, Inc. 
(medical book department of Harper & Brothers), 49 E. 33rd St., New 
York 16, 1952. 


This book deals with an organ that has belatedly become 
important within the last decade. The author has attempted 
to discuss the esophagus and its diseases in terms of their 
morphological and physiological behavior. He stresses the im- 
portance of thorough clinical and pathological understanding 
that will permit greater utilization of the surgical potentialities 
now available. 

The statement that the cricopharyngeus muscle “is merely a 
part of the inferior constrictor” is open to debate. The majority 
of the illustrations are roentgenograms. These do not reproduce 
well on the printed page, and when reproduced as full page 
figures they add much bulk to the volume. Chapter 6 deals with 
achalasia and cardiospasm. Such a title does not imply that these 
terms are used synonymously, but rather it implies that these 
are two separate conditions. The fact that achalasia suggests an 
inability of muscular relaxation and cardiospasm refers to con- 
stant muscular contraction is of only theoretical value as far 
as etiology is concerned. Since the term diverticulosis usually 
refers to the intestines, it might have been better and simpler to 
have adhered to the conventional chapter heading and to have 
used the term diverticula. Another minor criticism is the usage 
of the word esophagogram instead of the accepted term esopha- 
gram. 

These criticisms are minor when one considers the large 
amount of material and sincere effort that has gone into the 
compilation of this work. This book is recommended to anyone 
interested in the esophagus and its diseases. 





J.A.M.A., Feb, 21, 1953 


Pharmacology in Clinical Practice. By Harry Beckman, M.D., 
Department of Pharmacology, Marquette University Schools of Medi 
and Dentistry, Milwaukee. Cloth. $12.50. Pp. 839, with 152 illustration: 
W. B. Saunders Company, 218 W. Washington Sq., Philadelphia .7 
Grape St., Shaftesbury Ave., London, W.C.2, 1952. ? 


Director, 







This book is a worthy successor to Dr. Beckman’s Well-known 
and deservedly popular “Treatment in General Practice.” }; has 
the same general arrangement and easy informal style of its 
predecessor, but it places considerably more emphasis on the 
properties of the various therapeutic agents than on the mani- 
festations of the various disease conditions. Each chapter Con- 
cludes with a number of well-chosen references. In addition to 
an excellent index, the book contains an alphabetically arranged 
compendium of drugs that includes data on their physical ang 
chemical properties and the representative, commercially avail. 
able preparations. The book appears to be relatively free from 
misprints, a notable exception being the obvious error in dosage 
for radioiodine on page 526, where undoubtedly the term “mili. 
curies” was substituted for “microcuries.” The approach to the 
subject from the viewpoint of the disease condition makes this 
book a useful source of information for the practicing physician 
or senior medical student. The more conventional approach, by 
which drugs are classified according to their chemical or pharma. 
cological properties, seems better adapted for introductory 
courses in pharmacology, where the student’s clinical experi- 
ence is necessarily limited. 























Diseases of the Nervous System in Infancy, Childhood and Adolescence, 
By Frank R. Ford, M.D., Associate Professor of Neurology, The Johns 
Hopkins University, Baltimore. Third edition. Cloth. $18.50. Pp. 1181, with 
195 illustrations. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave, 
Springfield, Ill.; Blackwell Scientific Publications, Ltd., 49 Broad St., Oy. 
ford, England; Ryerson Press, 299 Queen St., W., Toronto, 2B, 1952, 







The structural pattern set by the first edition, published in 
1937, remains unchanged in this edition. Introductory chapters 
concern the examination of the patient and a discussion of the 
clinical aspects of the anatomy and physiology of the nervous 
system. The style is informal, of the lecture type, personalized, 
and frequently diffuse. There follow chapters on prenatal and 
developmental defects, familial and degenerative diseases, in- 
fections, toxic and metabolic disorders, vascular lesions, neo- 
plasms, injuries, paroxysmal disorders, diseases of the autonomic 
system, and diseases of the muscles. The text is reinforced by 
case histories, references to the literature, illustrations, and a 
good index. Encyclopedic in scope, the monograph is useful for 
reference; but misspellings, considerable redundant material, a 
few poor illustrations, incomplete and sometimes faulty bibli- 
ographies, and the addition of 65,000 words, without equivalent 
deletion, make the book less valuable than it might have been 
if better revision methods had been employed. Since practically 
every known disease of childhood with nervous manifestations 
is discussed and since the material has been assembled in orderly 
form, the book, in spite of its shortcomings, remains the leader 
in its field for both the pediatrician and the neurologist. 

































Malaria: Basic Principles Briefly Stated. By Paul F. Russell, MD., 
M.P.H. Publication number 126, American Lecture Series, monograph in 
American Lectures in Infectious Agents and Disease. Edited by W. Lloyd 
Aycock, M.D., Department of Preventive Medicine, Harvard Medical 
School, Boston. Cloth. $7.75; 35s. Pp. 210, with 64 illustrations. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell 
Scientific Publications, Ltd., 49 Broad St., Oxford, England; Ryerson Press, 
299 Queen St., W., Toronto, 2B, 1952. 









This monograph has been prepared by a distinguished 
American public health physician, whose worldwide training 
and experience in malaria for more than a quarter of a century 
have given him a perspective that few persons have been able to 
obtain. After a brief introduction consisting of a definition 0! 
malaria and a description of some historical landmarks, Dr. 
Russell considers the four species of plasmodia that are natural 
parasites of man, their sexual development in Anopheles 
mosquitoes, exoerythrocytic and erythrocytic development i 
man, methods of preparing blood films for diagnosis, and the 
differential character of the different species in red blood cells. 
With equal conciseness, he next considers pathology, clinical 
course, and therapy. The reader’s interest is now transferred to 
the anopheline mosquitoes, which are the vectors of malaria, 
their structural characters and life history, the systematic classi- 
fication of the important malaria-transmitting species, the phys'- 
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ology and ecology, and the natural history of the vectors (with 
detailed information in table 7). These 90 pages of text are 
essential preliminary data for the author’s main subject, i: e& 
the epidemiology and the prevention and control of this disease, 
which affects 350 million persons “with a mortality rate 
averaging 1 per cent” per year (page 93). hee 

Detailed medical, parasitological, and entomologic informa- 
tion is provided for planning and carrying out malaria surveys 
and evaluating the actual and potential importance of the disease 
in a particular area. Various procedures are described for pre- 
venting and for controlling the disease. “Malaria control is as 
simple as prescribing 2 tablets of chloroquine a week, and as 
complex as the distribution of residual DDT on the walls of 
3,000,000 houses in Brazil in a single year” (page 122). 
The volume is well printed on good paper, and the illustra- 
tions are excellent. There are three indexes: one of subjects 
(which is not as detailed as it should be), one of geographic 
locations, and one of persons. The “brief bibliography” is 
representative and is adequate except for “Clinical Course,” 
which is limited to three references, none of which is basic. 
There is little in the volume that provokes adverse criticism. In 
a number of instances, the author uses the designation “malaria 
plasmodia,” which is obviously redundant, since plasmodia are 
malaria parasites. He omits reference to malaria accidentally 
acquired from blood transfusions. Wassermann is spelled with 
only one “n.” On the inside of the front wrapper (second line), 
one notes that “malariology” is accidentally spelled “mariology.” 

This monograph is timely, up-to-date, and refreshing in its 
point of view. Dr. Russell has accomplished an unusually difficult 
task, namely, to provide clear, concise background information 
necessary for an understanding of the practical principles of 
malaria control. The volume deserves wide recognition as an 
authoritative chapter in public health medicine. 


Handbook of Tropical Dermatology and Medical Mycology. Volume I. 
Edited by R. D. G. Ph. Simons. Cloth. $15. Pp. 845, with 587 illustrations. 
Elsevier Press, Inc., 402 Lovett Blvd., Houston 6; 118 Spuistraat, Amster- 
dam C, Netherlands, 1952. 


Tropical medicine always has had an intriguing though 
passing interest for physicians of the United States. In the 
past the likelihood of encountering tropical diseases was re- 
mote, and few physicians felt the need for more than a super- 
ficial knowledge of them. Our world is changing greatly. Wars 
and rapid means of travel are bringing peoples closer to each 
other and, as a consequence, are increasing the likelihood of 
dissemination of unfamiliar diseases. This is true particularly of 
diseases of the skin, and so it is with a warm welcome that we 
receive this timely book, the first of an ambitious two-volume 
work. There is a complete discussion of tropical skin diseases, 
and this type of disease is defined as “One which by virtue of its 
etiology occurs either exclusively or predominantly in some 
tropical or sub-tropical region where, though not strictly endemic, 
is either authochtonous or in residence, since it has been repulsed 
in other areas by hygienic measures.” Subjects such as leprosy, 
yaws, syphilis, bejel, leishmaniasis, tropical ulcers, pyodermas, 
miliaria, plague, sodoku, and, in fact, all of the important 
protozoal, spirochetal, bacterial, richettsial, and viral diseases 
are discussed fully. Pigmentary disorders and depigmentations 
also are considered, as is tropical acne. A particularly interesting 
and useful section is the general survey that includes a history 
of the subject and a discussion of the terminological jungle of 
tropical dermatology and that gives the true meaning of the 
bewildering terms such as jungle rot, tropical ulcers, oriental 
sore, Singapore foot, Sahara chancre, and swamp itch. 

Dr. Simons, a physician of the Netherlands with wide experi- 
ence in the tropics, began this book in a prisoner-of-war camp 
“somewhere in the Pacific.” He has assembled an international 
team of 80 collaborators, all authorities in their respective field, 
from about 20 countries. Yet there is homogeneity, continuity, 
and uniformity in the material that does credit to the editor. The 
black and white illustrations are of unusual interest even when 
they lack photographic perfection. There are numerous references 
{0 pertinent literature and a complete index. This is an important 
book that should be valuable to students of the subject as a 
reference work. Physicians in any field will enjoy the pleasant, 
readable style of writing and the author’s pungent comments that 
are interspersed throughout the book. 
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Curso internacional de malaria y otras enfermedades metaxenicas. 
Volumen I: Generalidades. Parasitologia y entomologia. Volumen II: Epi- 
demiologia. Volumen III: Patologia, quimioterapia y saneamiento. Estados 
Unidos de Venezuela, Ministerio de sanidad y asistencia social, Direccién 
de salud publica, Divisi6n de malariologia, VIII. Boards. Loose-leaf. 
Various pagination. Divisi6n de malariologia, Marac4y, 1951. 


This is a complete lecture, laboratory, and field workbook for 
the course in malariology and metaxenous diseases given by the 
School of Malariology at Maracay, Venezuela. The course, and 
hence the syllabus, is divided into seven sections that cover intro- 
duction, parasitology, entomology, pathology, chemotherapy, 
epidemiology, and sanitation. A daily and an hourly timetable 
for each subject of the eighth session (July 30 to Dec. 15, 1951) is 
provided in the introduction. The section on parasitology in- 
cludes all of the important infectious agents that produce human 
disease in tropical America; that on entomology provides ade- 
quate morphological data on the various stages in the life cycle 
of arthropods of medical significance in tropical America for 
accurate recognition and identification of the species. The subject 
of epidemiology is presented from the twofold point of view of 
pathogenic agents and methods of their transmission, with special 
reference to metaxenous incubators and vectors. This section 
incorporates a comprehensive course for beginners in biostatis- 
tics, with relevant mathematical tables and statistical problems. 
The section on pathology contains considerable information on 
hematology, a detailed outline of the normal and pathological 
appearance of cellular components of the blood, and laboratory 
methods for staining blood films and interpreting them. Special 
emphasis is placed on the pathological evidences of malaria in 
organs and tissues, with briefer references to the filariases, yellow 
fever, the bacterial enteridides, amebiasis, visceral leishmaniasis, 
plague, typhus fever, Chagas’ disease, and Manson’s schisto- 
somiasis, all of which concern clinicians and public health 
workers in tropical America. Chemotherapy is considered 
primarily from the standpoint of malaria and includes informa- 
tion on all of the modern antimalarials that have been given 
adequate clinical trial. In addition, there is synoptic information 
about and indications for use of the sulfonamides, antibiotics, 
arsenicals, antimonials, and hetrazan® (1-diethylcarbamyl-4- 
methylpiperazine hydrochloride). Sanitation constitutes the goal 
toward which the entire course is directed. Measures are evalu- 
ated for control or eradication of infectious, contagious, and 
metaxenous diseases by means of environmental hygiene and 
sanitary engineering, both in urban and rural areas. 

Throughout the syllabus there are many tables, charts, line 
drawings, and definitions of terms that help the student in under- 
standing the textual material. The syllabus is informative and 
stimulating. The workbook provides an accurate picture of the 
actual work in the course. It is hoped that in the near future 
this valuable guide will be published in more compact, printed 
form so that its contents will be available to a larger group of 
workers in tropical diseases. 


Understanding Our Free Economy: An Introduction to Economics. By 
Fred Rogers Fairchild, in collaboration with Thomas J. Shelly. Cloth. 
$3.96. Pp. 589, with 22 illustrations. D. Van Nostrand Company, Inc., 250 
Fourth Ave., New York 3; 228 Bloor St., W., Toronto 5, 1952. 


This book is a fairly comprehensive work in basic economics, 
written for students at the senior high school and junior college 
level. The topics covered include value and price, money and 
banking, the contribution and payment of the factors of pro- 
duction, the role of government, inter-regional trade, the business 
cycle, and a comparison of our economy with communism, 
fascism, and socialism. Throughout the book, the value and 
desirability of the “free enterprise” or “free economy” system 
is advocated. For its purpose, it is a good textbook. The treat- 
ment of the more technical aspects is perhaps too simple, imply- 
ing an ease of understanding that is misleading, and some 
of the discussion is vague in its presentation of arguments. The 
last section of the book, “The Free Economy and Other Sys- 
tems,” has three final chapters devoted to American tendencies 
away from the free economy and the role the federal govern- 
ment has been acquiring through the last two decades. Basically, 
these chapters present an argument for the return to an era 
of less government activity and include such varied subjects as 
rent control, the Tennessee Valley Authority, and government 
support of agricultural prices. 
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Pathology of the Cell. By Gordon Roy Cameron, M.B., D.Sc., F.R.C.P., 
Director of Graham Research Laboratories, University College Hospital 
Medical School in University of London, London. Cloth. $22.50. Pp. 840, 
with 105 illustrations, Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill., 1951. 


This book teaches pathology from the viewpoint of the study 
of cells and offers thus an extremely useful, as well as refresh- 
ing, compilation of data that may not be found as readily any- 
where else. All facts are well documented, and their organization 
from this new point of view lends itself to surprisingly stimu- 
lating presentation. The unusually extensive bibliography and 
the subject and author indexes bear witness to the great amount 
of labor required to put together the information given. Much 
original thought is presented in the critical evaluation of the 
facts, the selection revealing the mature judgment of an experi- 
enced master of pathology. Although the emphasis is laid on 
morpheclogy, the functional, biochemical, and biophysical ap- 
proaches are included and placed in the right focus. The his- 
torical development of all facts, as well as theories, is discussed, 
and a large number of photographs of the leaders in the fields 
of cellular pathology increases the value of the book. Full con- 
sideration is given to methods of investigation, so important in 
the development of pathology. As stated in the preface, this 
book was begun during a wartime assignment in a countryside, 
which permitted the author much evening quiet. It developed 
into a standard work, representing the modern approach to 
pathology. 

The first part of the book deals with the normal cell, including 
cell theory and the various phases of cell function, such as 
permeability, division, and growth. The longest part is devoted 
to the abnormal cell, with emphasis on the cellular theory of 
pathology, as well as its special applications, such as bacteriology, 
hematology, and neurology. Experiences with isolated cells and 
unicellular organisms are followed by the pathological mani- 
festations of the specific tissue cells. Here, the chapters on re- 
generation and transplantation make stimulating reading. The 
pathology of the plant cell also is discussed. In the short third 
part, the cell theory is critically discussed from various angles. 
The fourth part deals with the cellular pathology of the future, 
describing the modern biophysical approach and the aspects of 
submicroscopic structure of the cell. 

The diction is easy and pleasant. The illustrations are well 
selected, and they assist in the intriguing presentation. Appreci- 
ation is due one of the great teachers of pathology for presenting 
this field from a new viewpoint. Undoubtedly the book will be 
read with great interest by anybody concerned with basic, as 
well as practical or clinical, aspects of pathology. 


Textbook of Gynecology. By Emil Novak, A.B., M.D., D.Sc., Gynecolo- 
gist-in-chief, Bon Secours and St. Agnes Hospitals, Baltimore, and Edmund 
R. Novak, A.B., M.D., F.A.C.S., Instructor in Gynecology, Johns Hopkins 
Medical School, Baltimore. Fourth edition. Cloth. $9. Pp. 800, with 523 
ijlustrations. Williams & Wilkins Company, Mount Royal and Guilford 
Aves., Baltimore 2, 1952. 


This standard work is presented for the first time under the 
co-authorship of father and son, Drs. Emil and Edmund R. 
Novak. Statistical recognition of its excellence and a compli- 
ment to the senior author lie in the fact that, in the 11 years 
since its first appearance, it has been reedited, revised, and re- 
printed five times. Presented primarily as a textbook for medi- 
cal students, it makes no attempt to illustrate or describe opera- 
tive procedures. This is most commendable. Following the 
accepted method of reviewing the anatomy and physiology of 
the pelvic organs, the student is led gradually and easily from 
the simpler to the more complex pathology of this region. The 
continuity of this progression bespeaks the master mind of the 
great teacher. 

Only exhausting study and skilled observation could yield 
such excellent contributions on ovarian tumors. Few are so well 
qualified to write the sane and helpful chapters on menstrual 
disturbances and the menopause. The authors’ recommendations 
on organotherapy come to a world flooded with glossy brochures 
and sticky syringes, and it is unfortunate that too few current 
practitioners will read the work and profit thereby. 

The author’s style is smooth and cultured; his choice of words 
mellifiluous as well as carefully scientific, qualities not found 
apart from the work of the similarly trained by long years as a 
penman. This sentence is reminiscent of his comments in a 
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popular survey: “The gynecologist whose horizon is th 
brim is very short-sighted indeed.” The literary value of the book 
is subordinate only to the scientific. Much said in this review 
may seem to overemphasize the work of the senior author g 
the expense of his junior associate. Such, although unavoidable 
is not intentional; great credit is due Dr. Edmund R. Novak for 
his personal contributions and his spade-work. 

The publishers have produced technically a fine book. The 
type is clear and easily read; typographic errors are extr 
rare; the illustrations, many in color, are numerous and Most 
clear. The bibliography following each chapter is entirely ade. 
quate. For these and many other reasons, “The Textbook of 
Gynecology” is highly recommended. ; 
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Who Are the Guilty? A Study of Education and Crime. By Davig 
Abrahamsen, M.D. Cloth. $5. Pp. 340. Rinehart & Co., Inc., 232 Madi 
Ave., New York 16 [Clarke, Irwin & Company, Ltd., 103 St. Clair A, 
N., Toronto 5], 1952. 


The author has succeeded in presenting an illuminating gis. 
cussion of delinquency, principally juvenile delinquency. In the 
foreword, he states that some of his earlier studies indicated 
that the emotional climate of the home in a large measure jp. 
dicates what kind of child that home will raise. In the book 
by means of individual case studies, he searches for the bases 
of delinquency not only in the home but also in the schoo) 
and in society in general. He concludes that these are joint) 
responsible as sources of delinquency. They are the “guilty” 
referred to in the book’s title. The author is not satisfied with 
only an analysis of guilt; he then gives many practical sugges. 
tions for educating against delinquency. The chapter on mental 
health and schools is most worth-while reading for teacher 
and professional school administrators, as well as for lay mem. 
bers of boards of education and parents of school-age children, 
Parents will be alarmed by such statements as “In general we 
may say the cause of a child’s delinquent behavior may be traced 
to his parents, particularly to his mother’s emotional attitude 
toward his early instinctual manifestations, which may be partly 
caused by her own personality makeup or by other elements 
from his environment.” An underlying premise of the whole 
book is the author’s conviction that delinquents are not criminals 
but are sick persons who need treatment rather than punishment, 
The author concludes his chapter on prisons and imprisonment 
with the statement that “Prisons are unworthy of a society which 
calls itself enlightened.” To the thousands of persons raised with 
the idea that criminals in prison are getting only what they 
have deserved, this will sound almost like heresy. The rest of 
the chapter presents material that no thoughtful person can 
lightly discard. In his concluding chapter, the author stresses 
education as a preventive for delinquency. A great deal of edu- 
cation, however, as well as courage, will be necessary before this 
and similar books can be fully appreciated and the worth-while 
suggestions and programs contained therein activated and real- 
ized. 


The Treatment of Injuries to the Nervous System. By Donald Munro, 
M.D., F.A.C.S., Surgeon-in-Chief, Department of Neurosurgery, Boston 
City Hospital, Boston. Cloth. $7.50. Pp. 284, with 47 illustrations. W. B. 
Saunders Company, 218 W. Washington Sq., Philadelphia 5; 7 Grape St, 
Shaftesbury Ave., London, W.C.2, 1952. 


The author states that the majority of patients with injury to 
the nervous system will be seen first by the general surgeon and 
the general practitioner and that these physicians have been 
handicapped in the care of their patients by the lack of a concise 
source of information. This monograph was written to fill this 
need. It is based mainly on the unusually wide experience of the 
author, who has been the surgeon-in-chief of the department oi 
neurosurgery of the Boston City Hospital for the past 20 years. 

The text discusses fully the pathological and physiological 
implications of injuries to the various parts of the nervous sys- 
tem, and it gives in detail the general medical and surgical 
therapy. Particular attention is paid to aspects of the subject that 
are commonly neglected, including regulation of fluid intake, 
care of the bladder and bowel, and administration of drugs and 
restraints. The treatment of complications is fully discussed. The 
methods of treatment described by the author are the results of 
his own experience. He stresses the value of drainage of spinal 
fluid‘by lumbar puncture in the control of increased intracranial 
pressure secondary to head injury. He states that puncture of the 











Vol. 


subari 
the b 
remot 
deed | 
tation 
StanW 
Mutu: 
that r 

The 
There 
has SU 
mana; 
systen 


and p 


How 
Library 


The 
writin 
editin 
spiritt 
words 
“It is 
ment 
was I 
he sa 
they | 
will s 
ance, 
are SI 
autho 
waitir 
secur 
prepu 
infor! 


just e 
those 
a livi 





1953 


Pelvic 
: book 
'eView 
10F at 
dable, 
AK for 


- The 
emely 
Most 
! ade. 
ok of 


David 
adison 
Ave, 


2 dis. 
N the 
Cated 
re in- 
book, 
bases 
choo! 
vintly 
uilty” 
with 
Rges- 
ental 
chers 
nem- 
dren, 
1 we 
aced 
itude 
artly 
rents 
hole 
inals 
rent, 
nent 
hich 
with 
they 
t of 
can 
SSeS 
edu- 
this 
hile 
real- 


Into, 
ston 
. B. 


y to 
and 
yeen 
cise 
this 
the 
t of 
ars. 
ical 
Sys- 
ical 
that 
ake, 
and 
The 
; of 
inal 
nial 





yol. 151, No. 8 


subarachnoid space is only rarely followed by herniation of 
ie brain and the danger of this serious complication is too 
remote to justify depriving the patient of the beneficial and in- 
deed lifesaving effects of therapeutic lumbar drainage. Rehabili- 
tation is stressed throughout the book. One chapter written by 
Stanwood L. Hanson, assistant vice-president of the Liberty 
Mutual Company, gives data with regard to the economic gains 
that result from the competent rehabilitation of the paraplegic. 

The book is well printed, and the illustrations are pertinent. 
There is a short bibliography and an adequate index. The author 
has succeeded in presenting in a concise manner the details of the 
management of patients with injuries to all parts of the nervous 
gystem. His book should be consulted regularly by all surgeons 
and physicians who are charged with the care of these patients. 


How to Write a Book. By Cecil Hunt. Cloth. $3. Pp. 150. Philosophical 
Library, Inc., 15 E. 40th St., New York 16, 1952. 


The author of this small book has spent his professional life 
writing several books, reading thousands of manuscripts, and 
editing. He understands thoroughly the mechanical and the 
piritual forces that are necessary to successful writing. The key 
words in all of the advice are hard work and disappointment. 
“It is perhaps instructive,” he says, “and not without encourage- 
ment to some, to record that the most successful book I wrote 
was refused by thirteen publishers.” Near the end of this book 
he says, “I can, however, express the sincere hope that when 
they have had as long as I have had in the writing game, they 
will still possess my zest for it. If so, whatever their bank bal- 
ance, they will have chosen wisely.” Among the chapter heads 
are such topics as sources of information, test for potential 
authors, preparation of the manuscript, non-fiction books, the 
waiting period, submission—direct and through agents, how to 
secure illustrations, the contract, legal aspects of authorship, 
prepublication problems, and improving your vocabulary. The 
information given here will be of great help to those who are 
just entering this field of endeavor, and it will be a surprise to 
those who may think that writing will be an easy way to earn 
a living. 


Progress in Fundamental Medicine. By Paul Cannon, et al. J. F. A. 
McManus, editor. Cloth. $9. Pp. 316, with 76 illustrations. Lea & Febiger, 
600 S. Washington Sq., Philadelphia 6, 1952. 


This multiauthored work is a unique departure in medical 
publications. Nine subjects of current clinical and pathological 
importance are enhaustively considered and summarized in each 
case by a recognized authority in each field. The subjects are well 
chosen and contain fundamental information and disciplines that 
should serve all physicians whether they are clinicians or labora- 
tory doctors. The chapters cover parenteral nutrition, melanotic 
skin tumors, lupus erythematosis, fungus infections, the liver, 
coronary artery disease, the problem of carcinoma in situ with 
special reference to the cervix uteri, nonsilica pneumonoconioses, 
and a survey of techniques for the histochemical approach to 
pathology. These articles are of uniform excellence. An extensive 
bibliography is given at the conclusion of each chapter; the 
format is good; and the illustrations are well reproduced. The 
work is highly recommended. 


The Collected Papers of Adolf Meyer. Volume IV: Mental Hygiene. 
General editor: Eunice E. Winters. With introduction by Alexander H. 
Leighton, M.D., Professor of Sociology, Cornell University, Ithaca, New 
York. Cloth. $30 per set of 4 volumes. Pp. 557, with illustrations. Johns 
Hopkins Press, Homewood, Baltimore 18, 1952. 


This is a compilation of Adolf Meyer’s articles, speeches, and 
book reviews related to the subject of mental hygiene. An ex- 
cellent introduction interprets and summarizes Dr. Meyer’s view- 
point and approach to psychiatry and mental hygiene. Early in 
his career, Dr. Meyer realized that psychiatry was much broader 
than the study and treatment, in a hospital setting, of patients 
who were mentally ill. He knew that it was necessary to study 
the home and the cultural environment of each patient. This 
naturally led to his interest in sociology, cultural anthropology, 
the law, and the community in general. Dr. Meyer appreciated 
the fact that mental health and mental illness were community 
problems and that they could not be solved by physicians alone. 
Much of his life work was spent in an attempt to arouse the 
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community to a realization of their obligation and the need for 
them to share in the responsibility. 

In 1908 there appeared a stirring book entitled “A Mind That 
Found Itself” by Clifford Beers. This book recounted the ex- 
periences of a young man who had been committed to several 
mental hospitals because of a manic depressive psychosis. Beers 
was imbued with a fervent zeal to correct the injustices that 
were the lot of the mentally ill. Dr. Meyer was quick to grasp 
the opportunity presented by Clifford Beers, and he skilfully 
directed the “manic” enthusiasm of this young man toward the 
formation of the National Association for Mental Hygiene. 

The publication of this volume completes the collection of 
the life works of Adolf Meyer. The volume is concluded by 
the addition of the complete bibliography of Dr. Meyer’s work 
arranged in chronologic order. The editor has done an excellent 
job in the selection and arrangement of Dr. Meyer’s publications, 
and these volumes should be in the library of every psychiatrist. 
Dr. Meyer was many years in advance of his time; the view- 
points expressed by him are fresh and pertinent to the problems 
of the present day. 


Nerve Impulse: Transactions of the Third Conference, March 3 and 4, 
1952, New York, New York. Edited by H. Houston Merritt, M.D., Pro- 
fessor of Neurology, College of Physicians and Surgeons, Columbia Uni- 
versity, New York. Sponsored by Josiah Macy, Jr. Foundation, Cloth. 
$3.50. Pp. 176, with 16 illustrations. Josiah Macy, Jr. Foundation, 16 W. 
46th St., New York 36, 1952. 


This book consists of a nearly verbatim report of the remarks 
made under three titles by a group of research workers confer- 
ring on a certain aspect of nervous activity. The intention was 
to compare the process that occurs when an impulse is conducted 
along a nerve fiber with the process that occurs when the impulse, 
having reached the end of the line, has to be transmitted either 
to another nerve fiber or to some other structure like a muscle 
fiber or an epithelial cell. The intention, further, was to discuss 
three aspects of the subject, the structural, the electrical, and 
the biochemical. The book will be of some help to students of 
psychology and to neurophysiologists, but it cannot be recom- 
mended to medical or scientific readers generally, as it is too 
technical. 


Biochemical Studies of Bacterial Viruses. By E. A. Evans, Jr. Cloth. 
$2.75. Pp. 68, with 6 illustrations. University of Chicago Press, 58th St. 
and Ellis Ave., Chicago 37, 1952. 


This book reviews in a highly technical manner the recent 
advances that have been made in the field of bacterial viruses 
or bacteriophage. It is based on a series of lectures given in 
May, 1951, at Iowa State College under the auspices of the 
Institute of Atomic Research. The first portion of the book 
deals with the nature of the virus particle. Physical-chemical 
properties, chemical constitution, and serologic differentiation 
are discussed. The use of tracer elements for the study of the 
production of viral components is thoroughly covered in the 
second portion of this dissertation. This represents a unique and 
interesting biochemical application of radioactive isotopes. The 
final section of the book is devoted to a speculative discussion 
of the mechanism of virus reproduction. The author’s theory 
is extremely complex, and its comprehension requires a highly 
specialized knowledge of virology. 


Pharmacology and Therapeutics. By Charles Solomon, M.D., F.A.C.P., 
Lecturer in Medicine, State University, College of Medicine, New York 
City. With collaboration of Elizabeth S. Gill, B.S., R.N., Instructor in 
Nursing, Department of Nursing, Faculty of Medicine, Columbia Univer- 
sity, New York. Sixth edition. Cloth. $4.50. Pp. 656, with 100 illustrations, 
many ‘in color. J. B. Lippincott Company, 227-231 S. Sixth St., Phila- 
delphia 5; Aldine House, 10-13 Bedford St., London, W.C.2; 2083 Guy 
St., Montreal, 1952. 


This is an excellent textbook for pharmacists and nursing 
students. The author has carefully arranged the subject matter 
in a concise and understandable manner. The book contains good 
coverage of the new drugs and new concepts of pharmacology. 
The physiological and biochemical basis for the actions of drugs 
is included in the appropriate places throughout the book. The 
manner and scope of presentation of the subject matter should 
be advantageous to the student desirous of obtaining a working 
knowledge of general pharmacology. 











694 





J.A.M.A., Feb. 21, 1953 


QUERIES AND MINOR NOTES 


CHEST PAIN BROUGHT ON BY EFFORT 

To THE Epitor:—A man, aged 65, has a history of coronary 
heart disease and duodenal ulcer. The gallbladder has been 
removed. The heart condition seems to be well under control 
from the clinical and electrocardiographic standpoint, but the 
roentgenograms show evidence of active duodenal ulcer. The 
main symptom is pain coming on with physical effort around 
the home, such as climbing stairs. This pain seems absent 
as long as the patient is busy in his place of business, where 
he seems to have no angina of effort as occurs when he climbs 
stairs. In regard to the ulcer condition, his distress seems to be 
associated only with the element of time, occurring about 
four hours after the evening meal and an hour or so after re- 
tiring. This distress seems to be in the nature of heartburn. 
Do you think the symptoms are suggestive of cardiac disa- 
bility or gastrointestinal disorder, or both? 


Millard Tufts, M.D., Milwaukee. 


This inquiry was referred to two consultants, whose respec- 
tive replies follow.—Eb. 


ANSWER.—A complete history of symptoms and signs is all 
important in the differential diagnosis in this case, and the 
paucity of anamnestic data enhances the problem. No mention 
is made of the character, location, severity, duration, radiation, 
and mode of control of the pain brought on by climbing stairs 
at home. If after eating a person can exercise to the point of 
dyspnea without having pain in the area of coronary distribu- 
tion then it is fairly certain that coronary circulation is adequate 
for that person at his age. If he does experience pain under these 
circumstances and if it disappears within a few minutes after 
cessation of activity, then this particular pain is anginal in nature. 
As a rule, the gastric disturbances engendered by cardiac dis- 
ease are due to myocardial failure, as a result of which there 
should be other evidences of cardiac disease apart from the 
objective signs, especially progressive loss of ability to exercise 
without dyspnea. It is assumed that the roentgenographic exami- 
nation revealed a crateriform lesion, since this is the only reliable 
roentgenographic evidence of activity. Therefore, it is extremely 
likely that the late postcibal heartburn-like distress, presumably 
epigastric in location, arises from the duodenal ulcer. If so, the 
patient should obtain relief by adequate treatment. Refractori- 
ness to treatment could be the result of such factors as chronicity 
and perforation. The possibility of a hiatal hernia should be 
excluded. In the light of available evidence, it may be concluded 
that the major complaint is due to coronary insufficiency and the 
heartburn to ulcer. 


ANSWER.—A 65-year-old man who has pain brought on by 
physical effort probably has coronary insufficiency; however, the 
inquiring physician should have supplied more information. It 
is assumed that the pain complained of is chest pain, and if so, 
it is important to know whether that pain is referred into the 
neck, the jaws, or one or both arms, the usual route of coronary 
pain. Even if the pain in question is not referred but is located 
in the chest and is brought on or aggravated by physical effort, 
mental excitation, or fatigue, its origin is in all probability the 
coronary arteries. The fact that this man’s heart condition seems 
to be well under control from a clinical and electrocardiographic 
standpoint does not preclude coronary disease. Duodenal ulcer 
and coronary insufficiency can and do coexist. Again it must be 
pointed out that one or the other, not both, must be responsible 
for the distress. A practical therapeutic test to decide which of 
the two conditions is the probable direct cause of the pain would 
be to determine whether the patient experiences relief from 





The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically stated in the reply. Anonymous communications and queries on 
postal cards cannot be answered. Every letter must contain the writer’s 
name and address, but these will be omitted on request. 


glyceryl trinitrate or from an alkaline powder; if the pain is 
relieved by the former, then the coronary arteries are responsible 
if the latter, then the ulcer is responsible. It cannot be emphasized 
too strongly that, almost without exception, any chest Pain 
brought on by effort points towards coronary disease, even in 
the absence of any other clinical or electrocardiographic evidence, 


PAIN IN LEGS AND ARMS 


To THE Epitor:—A patient had a positive reaction to the Wy;. 
sermann test and to a spinal fluid test for syphilis, and the 
colloidal gold test result was 2345552211. Although she was 
given 15,000,000 units of penicillin, tests of the spinal fluid re. 
mained positive. She was also given 12 injections of oxo. 
phenarsine hydrochloride and 6 of bismuth. She remains well 
even with blood tests and a colloidal gold curve positive for 
syphilis. She had pain radiating down her legs and arms after 
the injections. Recently, even though she has not been taking 
injections, the pain radiates in the same manner. What sup. 
gestions have you with regard to additional penicillin, arsenj. 
cal, or fever therapy? M.D., California. 


ANSWER.—The information given in this query is insufficient 
for making a definite interpretation; for example, the report of 
the spinal fluid examination is incomplete. No comment is made 
on the number of lymphocytes present in the spinal fluid or 
the decrease in the number of the cells following treatment, 
Likewise, information is lacking on whether the patient mazni- 
fests signs of central nervous system involvement. The colloidal 
gold curve is rather atypical for neurosyphilis and would not 
permit a definite interpretation. In other words, the spinal fluid 
tests should consist of a cell count, a complement-fixation or 
other serologic test, colloidal gold curve, and a protein estima- 
tion. These tests are important in about the order listed. It is 
possible that the pains in the legs and arms are a manifestation 
of tabes dorsalis. 


HOT WATER BAG AND DIABETES 


To THE Eprror:—What degree of temperature of water in a bag 
would produce the first symptoms of blistering of the skin in 


a diabetic? J. A. Uran, M.D., Riceville, lowa. 


ANSWER.—It is not only the temperature of the water in a 
hot water bag but also the duration of application of heat that 
may be harmful. In addition, the skin of a diabetic has greater 
susceptibility to damage from heat than the skin of a nondiabetic. 
If the blood supply to the feet is deficient, then any form of heat 
involves some danger. Invariably, if the hot water bag is used, 
it should be encased in a protective covering. 


CONGENITAL HYDROCELE 

To THE Epitor:—IJn a congenital hydrocele what is the origin 
of the fluid in the sac, that is, is it a secretion of the sac or 
the scrotum or is it from the peritoneal cavity? In repairing 
this condition, is it necessary to remove the scrotal end of the 
sac or can it be repaired by closing the inguinal area off alone 
and leaving the distal end in situ? M.D., New York. 


ANSWER.—The fluid in the congenital hydrocele sac is 4 
transudate and not an exudate. The freedom with which osmotic 
activity occurs through the membrane of the tunica vaginalis 
can be shown by injecting phenolsulfonphthalein or sodium 
indigotindisulfonate solution into the sac. It will appear in the 
urine in a few minutes and will be excreted by the kidneys in 
a relatively high concentration. The entire lining of the hydrocele 
sac should be either removed or everted. Repair by simply closing 
the inguinal area off alone and leaving the distal end in situ 
would most likely be followed by recurrence of hydrocele fluid 
accumulation. 
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poLtycySTIC KIDNEYS AND PREGNANCY 


To THE Epiror:—A 25-year-old patient is in the fifth month of 
pregnancy. At the fourth month of pregnancy, she noted dull 
ain in the right costovertebral angle and gross hematuria. 
The blood pressure, blood cell counts, and blood urea nitrogen 
level determination were normal. Intravenous and retrograde 
yelographic examination revealed definite congenital poly- 
cystic disease of the right kidney. The left kidney appeared to 
he normal. Should nephrectomy be done now or after delivery, 
and what dangers would be expected if the diseased kidney 
is left in place during the course of the pregnancy? Would 
premature labor follow nephrectomy, if this were done at the 


present time? 
William C. Pritchard, M.D., Fort Lawton, Wash. 


ANSWER.—The literature contains little information on the 
association of polycystic disease of the kidney and pregnancy. 
Reaves (South. Surgeon 11:254 [April] 1942) reports the case of 
a patient who died in convulsions while seven months pregnant 
and another who died of phlebitis after her baby was a month 
old. Callahan (New York J. Med. 50:2309 [Oct. 1] 1950) reports 
a fatal case of eclampsia associated with bilateral cystic kidneys. 
Ball (M. Clin. North America 35:715 [May] 1951) says that 
almost invariably pyelonephritis of a severe nature develops in 
polycystic kidneys during pregnancy. Congenital obstructive 
lesions may first manifest themselves because of a pregnancy. 
Care should be individualized, since those women who survive 
into adult life may have a good renal reserve and should not 
be denied motherhood. There are several instances in which 
women with polycystic kidneys have gone through many preg- 
nancies successfully. Walker (Hawaii M. J. 5:189 [March-April] 
1946) reports the case of a woman who lived until the age of 52 
with polycystic kidneys and liver and who had 11 pregnancies. 

Brugsch and Brodie (Bull. New England M. Center 10:208 
(Oct.] 1948) maintain that “The decision on whether a pregnant 
woman who suffers from polycystic kidneys should be permitted 
to go to term rests not only with the gynecologist but also with 
the internist and the urologist. Judgment is particularly difficult 
in this disease since consideration must be given to both the 
immediate influence of pregnancy upon mother and foetus and 
the late effect of pregnancy and delivery upon the function of 
the already damaged kidneys. . . . Between the ages of 35 and 
50 most patients will develop renal failure and die from uremia, 
cerebral hemorrhage, or secondary infections. . . . The deter- 
mination of the NPN is probably the most important means of 
estimating the degree of renal insufficiency. Fishberg points out 
that patients with polycystic kidneys will tolerate prolonged 
elevation of NPN quite well. Once there are symptoms of definite 
renal or cardiovascular disease, the course of the disease is pro- 
gressive. Braasch and Schacht state that in 45 per cent of 193 
patients studied the disease was fatal in less than four years after 
symptoms appeared. . . . The hereditary character of the disease 
has been stressed by many. The disease is apparently transmitted 
by males and females alike and affects both sexes about equally. 
... Once pregnancy occurs, the high incidence of pyelonephritis, 
hematuria, and hypertension in these women constitutes a definite 
hazard. Crabtree states that ten of eleven pregnant women with 
polycystic kidneys developed pyelonephritis. However, the num- 
ber of pregnancies tolerated by some women is sometimes re- 
markably high. . . . The prevailing opinion until recently was in 
favor of interrupting such pregnancies in order to avoid rapid 
deterioration of renal function or uncontrollable urinary infec- 
tion. Crabtree in his studies on a larger series, however, has a 
more conservative attitude. This is based mainly on the present 
urologic concept that pregnancy does not too greatly affect kid- 
ney function, most women showing no great decrease in kidney 
function during pregnancy. Pyelitis, however, is apt to be a dan- 
serous complication and may rapidly flare up during pregnancy. 
The great strides made in controlling urinary infection, partic- 
ularly since the discovery of streptomycin, have made it possible 
to successfully treat pyelitis in pregnant women and .. . permit 
carrying such a pregnancy to full term and safe delivery even 
When handicapped by greatly impaired kidney function and com- 
plicating pyelonephritis.” 

The conclusions reached by Brugsch and Brodie are as follows: 
“I. Pregnancy in a woman with proved polycystic disease should 
be discouraged in view of the highly hereditary character of the 
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disease and the complications apt to be encountered during gesta- 
tion or delivery (dystocia due to malformation of the fetus). 
2. A woman with latent polycystic disease of the kidneys can be 
expected to have a normal pregnancy but risks the occurrence 
of pyelitis or hematuria. Termination of gestation as early as the 
child’s health permits seems advisable. 3. Pregnancy in a woman 
with impaired renal function should be interrupted only if frank 
renal failure (elevated NPN, evidence of uremia) or progressive 
hypertension occurs. Pyelitis is not a contraindication for con- 
tinued pregnancy. All patients in this group, however, should be 
under strict control throughout the whole course of pregnancy.” 

In view of the foregoing comments, nephrectomy should not 
be done during pregnancy. The decision about operation after 
the delivery should be the same as that for any nonpregnant 
person. The incidence of premature labor following a nephrec- 
tomy is no greater than that following other surgical procedures, 
except those on the genitalia. 


ATTACKS OF DIZZINESS 

To THE Epitor:—A young man working for a feed mill has had 
attacks of dizziness for three weeks. The severest occurred 
about six hours after the mill was sprayed with 5% chloro- 
phenothane (DDT) and 5% lethane® (n-butyl-carbitol-thio- 
cyanate). He was extremely pale and drowsy and complained 
of “dizziness” plus blue or red vision but did not have vertigo. 
This was followed by muscle cramps in the extremities and 
later in the abdomen. Clonic movements later developed in 
the extremities. Except for hyperactive deep and superficial 
reflexes, the findings were normal (he was afebrile and had a 
pulse rate of 68 and blood pressure of 104/60 mm. Hg). His 
attack subsided with barbiturate sedation. The only other agent 
of a toxic nature used at the mill is 7.7% ceresan® M (ethyl 
mercury p-toluene sulfonanilide), which is used for treating 
grain. What iv the likelihood that either the spray or ceresan ® 
M produced the attacks? 

Thomas J. Tinsley, M.D., Waverly, Ill. 


ANSWER.—It is open to grave doubt whether the illness of the 
young man was caused or even aggravated by exposure to the 
residual of an insecticidal spray containing chlorophenothane 
(DDT), iethane,® and an unknown solvent or exposure to cere- 
san ® M. The signs and symptoms of poisoning by the various 
named compounds are different from those described. Poisoning 
by chlorophenothane has been described in an article by the Com- 
mittee on Pesticides of the American Medical Association (J. A. 
M. A. 145:728 [March 10] 1951). The symptoms of lethane® 
poisoning consist of deep depression and the effects of progres- 
sive respiratory failure. Symptoms of acute solvent poisoning do 
not include bizarre changes in color vision or muscle cramps. 
Ceresan ® M is used for treating seed grain and other seeds and 
bulbs intended for planting. Under industrial conditions, poison- 
ing would not be expected. If poisoning were to occur, it would 
resemble mercury poisoning from other sources. The mildest 
form of chronic mercury poisoning produces increased nervous- 
ness, which, however, is consistent with continued work. Severer 
or more nearly acute poisoning would be expected to produce, at 
the minimum, nephritis and stomatitis. As far as exposure to the 
insecticide is concerned, it must be pointed out that the man was 
admittedly ill before exposure. Further studies of the patient, 
including an electroencephalogram, would appear indicated. 


ANNUAL PHYSICAL EXAMINATIONS 
To THE Epitor:—/n performing a routine annual physical ex- 
amination, what laboratory procedures would you suggest? 
Do you consider a photofluorographic chest examination 
satisfactory in such an examination? 
Paul M. Kistler, M.D., Wayne, Pa. 


ANSWER.—It is the present consensus that the following 
studies should suffice for an annual physical examination: com- 
plete blood studies (red blood cell count, total and differential 
white blood cell count and determination of the hemoglobin 
level); a urinalysis, including determination of specific gravity 
and microscopic examination of the urine; Kahn or Wassermann 
test; a guaiac test on a stool specimen; electrocardiogram; and 
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chest roentgenogram. This last procedure is advantageous, since 
a permanent record may be obtained and details recorded that 
may not be observed in a photofluorographic examination. If 
studies of blood chemistry are desired, nonprotein nitrogen and 
blood sugar determinations may be made; these should be ob- 
tained when the patient is in a fasting state. It may be stated 
that a carefully detailed history is of prime importance in a 
routine physical check-up. This, of course, may suggest further 
laboratory investigations. 


SYMPTOMS IN A SPRAY PAINTER 


To THE Epitor:—A 50-year-old patient was well until June, 1951, 
when he began to have headaches, abdominal cramps, weak- 
ness, nausea, and vomiting. He worked at spray gun painting 
of the inside and outside of large steel tanks. By November, 
1951, his symptoms were such that he had to quit work. The 
company physicians said he had no signs of lead poisoning and 
that none of the paint used contained lead. When I first saw 
him a week ago, he showed typical features of paralysis agitans 
(Parkinson’s disease), with a mask-like facies, absence of 
blinking, extreme muscular rigidity, coarse tremor of the 
extremities, and a Parkinson gait. No evidence of lead poison- 
ing was found in the blood or urine. The red blood cell count 
was 5,500,000 and the hemoglobin level was 15 gm. per 100 
cc. Is there anything in paint that might produce Parkinson’s 
syndrome? M.D., Kansas. 


ANSWER.—Parkinson’s syndrome represents a pathological 
state of uncertain etiology; however, it is fairly distinctly recog- 
nized that some toxic agents may produce this condition; among 
these are carbon monoxide (the condition being a sequel to acute 
poisoning) and manganese dioxide. Many paints contain a low 
percentage of manganese dioxide to facilitate quick drying. If it 
is established that the paints used contain appreciable quantities 
of manganese dioxide, then it may be believed that the spray 
painting could have provided some degree of exposure. Many 
paints and paint thinners contain naphtha or kindred petroleum 
distillation fractions. Acute naphtha poisoning occurs frequently 
but is of minor importance. Rarely, a chronic form that is de- 
scribed in the literature may appear, although the existence of 
this condition categorically is denied by some. The described 
clinical state more closely resembles multiple sclerosis than 
Parkinson’s disease. The lesion encountered in autopsy involves 
the myelin sheath of nerve structure. The fact that the spray 
painting mentioned was in part done in the interior of tanks adds 
some substance to any conjecture that work materials may have 
contributed to this described condition. On the basis of known 
facts, however, it is impossible at this time to attribute fully 
Parkinson’s disease to spray painting operations. 


EVANESCENT MASS IN 

SUPRACLAVICULAR FOSSA 

To THE Epiror:—A married woman, 49 years old, has a tumor 
in the left supraclavicular fossa. It appeared a month ago and 
varies enormously in size in a matter of hours, having dis- 
appeared occasionally. It is soft and sometimes fills the supra- 
clavicular fossa. She also complains of a dull ache in the back 
of her neck. She is nervous, and a hysterectomy was done 
years ago for a fibroid tumor. Her blood pressure is 130/90. 
The blood cell counts and urine are normal and the basal 
metabolic rate is +10%. Roentgenograms of the cervical 
vertebrae and the region of the tumor are normal. The patient 
is receiving salicylates, diethylstilbestrol, 0.5 mg. daily, and 
mild sedatives. Also, considering that the swelling was an 
angioneurotic edema, I gave her thonzylamine (neohetramine®) 
hydrochloride, two tablets daily for 10 days, without results, 
and I am now giving her ephedrine orally, two 0.025 gm. 
capsules daily, also without results. 1 would like your opinion. 
The patient is an American but has lived in Cuba since 1927, 
making frequent visits to the United States. 


Ramon A. Barrera, M.D., Preston, Oriente, Cuba. 


ANSWER.—Assuming that a definitely palpable tumor has 
been found by the examiner, three possible diagnoses are sug- 
gested: (1) a pneumatocele; (2) an encapsulated pneumothorax 
above the apex of the left upper lobe, associated with a broncho- 
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pleural fistula; and (3) an extrapleural lipoma. In the firs 
conditions, the tumor would be elicited by severe Coughing oy 
straining; in the third, a relatively slight increase in intrathoracic 
pressure may cause the lipoma to slip into the supraclavicular 
space, and a change in position may permit it to fall into its 
original position. Diagnosis may be established by roentgeno, 
grams of the chest, especially an apical detail study. Air would 
be noted if a pneumatocele or pneumothorax were present. These 
films should be taken while the tumor is palpable. The presence 
of an extrapleural lipoma may be demonstrated by an opacity 
overlying the apex of the left upper lobe; this may give the 
appearance of a pleural thickening or a so-called apical cap 
Treatment is surgical. , 


t two 


TUBERCULOSIS 

To THE Epiror:—I would like information on organism ro. 
sistance to drugs used in tuberculosis. 1. When a resistan; 
strain develops, does sensitivity return after a period in which 
there is no exposure to the drug, and, if so, what is the average 
time required for this to occur, particularly in the case of 
combined streptomycin and para-aminosalicylic acid therapy? 
2. What is the best method of preventing development of ree 
sistance when combined streptomycin and para-aminosalicylic 
acid therapy is used? Would alternating three month period; 
of treatment with three month periods without treatmen 


accomplish this? Warren S. Riley, M.D., El Dorado, Ark. 


ANSWER.—1. There are no reported cases in which sensitivity 
has returned to tubercle bacilli after resistance has developed, 
2. The emergence of resistant bacilli can be partially prevented 
by the administration of combined streptomycin and _para- 
aminosalicylic acid. After four months of therapy, only 15% of 
patients treated with the combination will show resistant strains, 
whereas 80% of those treated with streptomycin alone will show 
them and 50% of those treated with para-aminosalicylic acid 
will show them. The method used to delay development of re- 
sistance is unimportant. For the best results in treatment, how- 
ever, streptomycin or dihydrostreptomycin, 1 gm. two to three 
times a week, with para-aminosalicylic acid, 12 to 15 gm. a day, 
is accepted as about the most satisfactory regimen. It is not 
necessary and, in fact, not advisable to give treatment for 
alternate three month periods. Some patients have been treated 
for 12 to 15 months without ill effects or the development of 
resistance. 


FASCICULATION 
To THE Epitor:—A physician, aged 37, has fibrillary move- 
ments over the lower half of both lower legs. The rippling 
is fine, involves only a small portion of the area at any one 
time, and has no definite pattern. It imparts no sensation of 
muscle contraction to him, and when the foot is flexed to 
tighten the muscle group, the movements are not seen. He 
first discovered it in 1938, and there has been no change since 
the day it was first seen. There have been no symptoms and 
no other signs. His reflexes are normal. Routine serologic 
tests have always been negative. His health has always been 
excellent, and he has had no illness of consequence, except 
serum sickness after receiving tetanus antitoxin in 1927. He 
had diphtheria inoculations in 1925 and the Army series of 
inoculations in 1936 and in 1941, with no reactions. He has 
received no medicaments, except vitamin capsules occasionally 
for a number of years. Could this be the result of a degenera- 
tive process involving anterior horn cells that occurred prior 
to 1938? Would further progression be expected after this 
14 year interval of apparent quiescence? Would myelographic 
and spinal fluid examination contribute to the diagnosis and 


prognosis? M.D., Arkansas. 


ANSWER.—This appears to be a fasciculation presumably in 
the calves, that the patient has observed. He does not mention 
having observed it elsewhere. Scattered and harmless fascicu- 
lations sometimes occur in younger persons, especially after 4 
period of stress, and then may continue for many years before 
they eventually disappear. They are not a symptom of progres- 
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sive organic neurological disease. This patient has had this dis- 
turbance for 14 years without associated atrophy, and, therefore, 
it does not appear to be a sign of an organic lesion of the spinal 
cord. A spinal fluid or myelographic examination is unneces- 
sary, unless, for example, the triceps surae reflexes (Achilles 
tendon reflexes) are absent. 


sWEATING IN THE TROPICS 

To THE Ep1ToR:—Do humans ever sweat so much in the tropics 
that the kidneys cease to function and anuria results for a 
prolonged period? For how long a period can a human go 
without micturition in the tropics? M_D., Rhode Island. 


This inquiry was referred to two consultants, whose respective 
replies follow.—Eb. 


ANSWER.—In man, heat regulation depends almost entirely on 
evaporation of water from the skin. Obviously, under tropical 
conditions larger quantities of water are required for this pur- 
pose. Whenever insufficient intake occurs, oliguria will result, 
since the kidneys regulate their own excretion of water according 
to the needs of the body. Under extreme conditions of sweating 
with insufficient intake of fluids, anuria or at least severe oliguria 
might result. The duration of life after anuria sets in will be 
shorter in the tropics than it would be under more equable con- 
ditions because of the greater demand for water by the skin. The 
supply of fluid will, therefore, determine the survival period. In 
the desert this may be only a few days. In temperate climates, 
complete anuria may be compatible with survival for several 
weeks, provided intake of electrolytes and protein are rigidly 
restricted and the amount of fluid furnished is not excessive. 
According to K. Schmidt-Nielsen and B. Schmidt-Nielsen in a 
recent review of water metabolism of desert mammals (Physiol. 
Rev. 32:135 [April] 1952), when supplied with water, man is well 
fitted for life in the desert. 


ANSWER.—Anuria in the tropics, deserts, steamship holds, or 
other places where intense sweating lasts for many hours results 
from intense dehydration with loss of electrolyte and water. 
Water drinking alone fails to correct this defect and hastens the 
nausea and diarrhea that accelerate the onset of fatal shock. If 
salt replacement and proper therapy are not instituted promptly, 
death will occur within a few hours after anuria sets in from heat 
exhaustion or shock. Prolonged anuria, without nausea or shock, 
is not a sequel of intense sweating due to heat. If given the salt 
and water needed to replace daily loss, a patient with anuria due 
to other causes should survive 6 to 15 days in the tropics. 


PATENT DUCTUS ARTERIOSUS 

To THE Eprror:—ZIs surgical ligation indicated for patent ductus 
arteriosus in an adult who has a heart of normal size? The 
murmur is definite, with systolic and diastolic components 
typical of a patent ductus arteriosis. This query — prompted 
by the statement by Dr. Helen Taussig, in he; book, that 
under these circumstances interruption is not indicated. There 
seems, however, to be a difference of opinion in the literature. 

M.D., Washington. 


This inquiry was referred to two consultants, whose respective 
replies follow.—Eb. 


ANSWER.—As stated, there is a difference of opinion on this 
point, and physicians probably are about equally divided in 
opinion. This consultant is one of those who thinks that surgi- 
cal interruption of a patent ductus arteriosus in anyone other- 
wise in good condition under the age of 40 is a wise procedure, 
since bacterial endarteritis or delayed heart strain is still an 
important possibility at any age and since surgical risk is now 
minimal. 


ANSWER.—Surgical ligation or interruption of the ductus 
arteriosus in an adult with heart of normal size, with no symp- 
toms, is optional. If the patient is under 35, surgery is definitely 
recommended. If the patient is 35 to 45 years of age it would 
seem to be highly optional. If the patient is over 45, asympto- 
matic, and without a wide pulse pressure, there is no need to urge 
operation. 
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DYSMENORRHEA 


To THE Epitor:—A 30-year-old nullipara who appears normal 
on pelvic examination has had severe dysmenorrhea ever since 
her menarche. Recently she spent eight months in Mexico at 
an altitude of 5,000 ft. and had no pain during that time. Is 
there any psychological explanation for this, such as change 
of environment, or does increased altitude have any physi- 
ological influence? 

Alfred J. Niedermayer, M.D., Evansville, Ind. 


ANSWER.—Variations in menstrual behavior are often noted 
with a change in altitude. The cause of this is not known. 


ERYTHROBLASTOSIS 


To THE Epitror:—Having noticed inconclusive reports on use of 
cortisone for Rh-negative mothers and babies and articles stat- 
ing there is no treatment except transfusion, I feel that atten- 
tion should be called to reports published by the Brooke 
General Hospital at San Antonio, Texas, on the use of cor- 
ticotropin for Rh-negative babies. M.D., Texas. 


ANSWER.—It is too early yet to state whether corticotropin 
and cortisone therapy are effective in prophylaxis and treat- 
ment of erythroblastosis. No definitive conclusion should be 
drawn from only a few cases, in view of the variable course 
of the disease. Moreover, much depends on the experience and 
reliability of the laboratory doing the Rh typing and antibody 
tests. In fact, the incorrect claim that so-called Rh hapten is 
effective in the prophylaxis and treatment of erythroblastosis 
was based entirely on faulty laboratory work. In view of this 
and other experiences of similar nature it is desirable that in- 
vestigations of this nature be done at centers well equipped by 
experience and training to study erythroblastosis and Rh sensi- 
tization. 

The use of corticotropin and cortisone in erythroblastosis has 
a definite rationale, namely, its established beneficial effect in 
acquired hemolytic anemia. In acquired hemolytic anemia caused 
by active autoimmunization the administration of corticotropin 
or cortisone frequently brings about a clinical remission with- 
out changing the immunological findings. Thus the patient im- 
proves with corticotropin or cortisone therapy, even though the 
direct antiglobulin (Coombs’) test on the red cell remains positive 
and the titer of free autoantibodies in the serum remains the 
same. The administration of the drug to patients with acquired 
hemolytic anemia has to be continued indefinitely. Since erythro- 
blastosis is also a disease caused by a reaction between antigen 
and antibody, the administration of corticotropin and cortisone 
would appear to be indicated. The difference between erythro- 
blastosis and acquired hemolytic anemia is that the affeeted 
babies are passively instead of actively sensitized, so that erythro- 
blastosis is a self-limited disease. Accordingly, it would be ex- 
pected that in treatment of erythroblastosis with cortisone or 
corticotropin, administration of the drug would be necessary 
only for a limited period, until the antibody titer has fallen to 
a harmless level. 

Antenatal administration of the drug to the mother should 
be limited to carefully selected cases, because of the possible 
harmful side-effects of the drug in the mother, such as develop- 
ment of urinary or other infections or even development of 
diabetes. Studies on experimental animals have shown that ad- 
ministration of large doses of cortisone during pregnancy may 
cause abortion or stillbirth in-rabbits (DeCosta, E. J., and Abel- 
man, M. A.: Cortisone and Pregnancy: Experimental and Clini- 
cal Study of Effects of Cortisone in Pregnancy, Am. J. Obst. and 
Gynec. 64:746 [Oct.] 1952). While there is still no evidence that 
corticotropin or cortisone in’ average doses interferes with preg- 
nancy in human beings, the results of animal experiments call 
for caution when administering these drugs to pregnant women. 
The drugs should be tried only in cases in which the husband 
is known to be homozygous for the Rh. factor, there is a history 
of previous stillbirths, and the Rh antibody titer of the maternal 
serum is very high. 
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ERYTHROBLASTOSIS 


To THE Epiror:—We were interested in the discussion of erythro- 
blastosis fetalis in Queries and Minor Notes in THE JOURNAL 
Oct. 11, 1952, page 628. The consultant states that no form 
of therapy can be administered to the mother to prevent 
erythroblastosis in the child if the mother has already become 
sensitized to the Rh factor and the antibodies have passed 
into the fetal circulation. In the British Medical Journal, Sept. 
6, 1952, page 542, Anderson, Barr, and Slessor report a case 
of a 33-year-old pregnant woman that is pertinent to this 
discussion. The patient was Rh negative; her husband was Rh 
positive (probably homozygous); a previous pregnancy had 
produced an infant with fatal erythroblastosis, and a high titer 
of anti-D antibody had developed in the patient during the 
current pregnancy. She seemed certain, therefore, to have an 
infant with the fatal form of the disease. She was treated with 
100 mg. of cortisone daily by mouth from the 34th to the 
37th week of pregnancy, and then labor was induced. The 
infant was viable and only “mildly affected by erythroblas- 
tosis fetalis.” The authors believe that “in future trials, larger 
doses, of the order of 150 mg. daily, should be given, pro- 
vided the mother is protected from the risk of serious side- 
effects.” It is pertinent that the antibody titer did not change 
appreciably during the cortisone therapy. Apparently, the 
beneficial effect of the hormone is exerted at the antigen- 
antibody reaction level, as is probably the case in acquired 
hemolytic anemia, in which such therapy reduces intravascular 
hemolysis, although the Coombs’ test result may remain 
strongly positive. Jules Hirsch, M.D. 

U. S. P. H. S. Clinic 

220 U. S. Court House 
Portland 1, Ore. 

Morton D. Bogdonoff, M.D. 
Department of Medicine 
Duke Hospital 

Durham, N. C. 


DIFFICULT PROBLEMS OF HEMOGLOBINOMETRY 


To THE EpiTror:—/n THE JouRNAL Nov. 22, 1952, page 1267, in 
a query on “Difficult Problems in Hemoglobinometry,” the 
answer states, “The best method for determining hemoglobin 
levels is, of course, photoelectrometry, since it precludes the 
individual variations of visual colorimetry.” There are sadder 
and wiser hematologists who might not concur. Photoelec- 
trometry is not a method, only a means for reading a method, 
usually by the measurement of light transmittance of the 
oxyhemoglobin sample for a certain wave band of green light. 
But this can also be done visually by several instruments with 
definitely smaller “individual variations” than are prone to 
occur with the photoelectrometer in the small laboratory 
where no trained technician is on the job to keep it working 
dependably. I once took a blood sample to one of Chicago’s 
largest hospitals, where the chief technician made three 
samplings agreeing exactly at 15.2 gm. of hemoglobin per 
100 cc. Fifteen minutes later, in a research hospital, a most 
meticulous technician made three samplings and three read- 
ings, also on a phctoelectrometer, agreeing precisely at 13.2 
gm. per 100 cc. “Individual variations” were zero in each case. 
This merely confirms what others have pointed out, that re- 
producibility at the moment is a far cry from dependability 
in the future. Don H. Duffie, M.D. 
Central Lake, Mich. 


IMPOTENCE AND DIABETES 
To THE Epiror:—ZI/n Queries and*Minor Notes in the Nov. 29, 


1952, JOURNAL is a question about impotence in diabetes and 
the value of testosterone in its treatment. The reply states, “In- 
ability to obtain an erection is a complaint not infrequently 
made by men with diabetes of 10 or more years’ duration.” 
It is my impression that impotence is no more frequent in 
diabetics who have had the disease for 10 years than in dia- 
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betics whose disease was recently discovered. In takin 
careful histories of diabetics in both clinic and Private 
practice, I have been impressed by the fact that impotence js 
frequently the first manifestation to the patient that all is not 
well and precedes the usual symptoms of diabetes mellitus by 
as long as six months. Impotence that manifests itsel before 
clinical diabetes is discovered usually improves rapidly with 
good diabetic control. No therapeutic adjuvants are necessary 
Impotence is also a disturbing symptom in uncontrolled 
diabetes. It is a sequel of diabetic neuropathy and is associated 
with other sympathetic neuropathic manifestations, such as 
orthostatic hypotension, diarrhea, atonic bladder, abnormal 
pupillary reactions, and absent sweating of the feet. N eglected 
therapy rather than degree of vascular damage appears to be 
the important etiological factor. Rundles pointed this out in 
his excellent study (Medicine 24:111, 1945). Here again good 
diabetic control is the essence of therapy, since we have no 
truly effective means of treating diabetic neuropathy per se. 
Testosterone is useless as is thiamine and other available 
preparations. In my experience, the outlook for return of 
potency in patients with neglected therapy is not as good as in 
those in whom impotence precedes the classical onset of 
diabetes. Leon M. Levitt, M.D. 
14 E. 16th St. 
Brooklyn 26, N. Y. 


GAS EMBOLISM AND THE RUBIN TEST 


To THE Epitor:—In THE JourNAL, Aug. 16, 1952, page 1516, 
Dr. G. L. Moench commented on a query that appeared in the 
issue of April 12, 1952, page 1364, with regard to embolism being 
fatal in the Rubin test. Dr. Moench refers to a report that he made 
in THE JOURNAL, Aug. 13, 1927, page 522, of two fatalities follow- 
ing insufflation, in one of which carbon dioxide was used, and 
calls special attention to it in order to keep “the record straight.” 

In my volume “Uterotubal Insufflation,” published by C. V. 
Mosby, 1947, page 354, the following statement appears: 
“Moench reports two cases where death followed insufflation. 
These cases were previously reported by me after investigating 
the circumstances, as they were the first, to my knowledge, to 
have occurred in New York and in the hands of two different 
observers. Oxygen was insufflated in both instances.” 

Apparently Dr. Moench was not aware of the true circum- 
stances in this case, which were brought out at a gynecologic con- 
ference held at Mount Sinai Hospital, where the physician who 
did the insufflation elsewhere was asked to present the findings. 
At this conference three facts were revealed: 1. The physician 
meeting with the fatal accident had practically no experience with 
the method of tubal insufflation. 2. He failed to recognize that the 
presence of bilateral pyosalpinx is a major contraindication to 
oxygen insufflation, and went on to perform a dilatation and cu- 
rettage. 3. He followed (not preceded) the dilatation and curet- 
tage by oxygen insufflation into a uterus the traumatized endo- 
metrium of which left open veins into which oxygen was forcibly 
intravasated. I. C. Rubin, M.D. 

911 Park Ave. 
New York 21. 


PREGNANCY PLASMA FOR USE IN 
RHEUMATOID ARTHRITIS 


To THE Epitor:—Referring to the Query and Minor Note 
“Pregnancy Plasma for Use in Rheumatoid Arthritis” in THE 
JourNaL Nov. 8, 1952, page 1058, it would be appropriate to 
cite the editorial in THE JourNaL April 29, 1950, page 1366, 
in which reference is made to my report that a sustained re- 
mission can be produced in rheumatoid arthritis by the ad- 
ministration of suitable amounts of pooled postpartum plasma. 
This work was presented for the first time at the Seventh Inter- 
national Congress on Rheumatic Diseases in 1949. It was my 
impression then, reaffirmed now, that this behavior is not due 
solely to steroidal factors (Science 111:204, 1950). 


Louis W..Granirer, M.D. 
90-36 149th St., Jamaica, N. Y. 
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